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Ivy, R. H., and Curtis, L.: Fractures of the Upper 
Jaw and Malar Bone. Ann. Surg., 1931, XCiv, 337- 


Fractures of the maxilla are often associated with 
extensive fractures of other bones of the head. Dis- 
placement is due to the traumatizing force, some- 
times influenced by gravity. It is not due to muscle 
pull. Fractures of the maxilla are classified as: (1) 
fractures of the alveolar process alone; (2) unilateral 
fractures across the facial aspect above the roots of 
the teeth and through the hard palate; (3) bilateral 
horizontal fractures above the palate and below the 
orbital plates; and (4) extensive comminution and 
crushing of the upper part of the maxilla compli- 
cated by fracture of the nasal and other bones. 

Fracture of the alveolar process is caused by the 
extraction of teeth or a blunt localized force against 
the teeth. It is characterized by displacement, mo- 
bility, and malocclusion, and is frequently accom- 
panied by fractures of teeth or their roots. Removal 
of detached and fractured teeth and roots is neces- 
sary. Fragments exposed by detachment of the soft 
tissues should also be removed as it is fairly certain 
that they will undergo necrosis. Remaining teeth in 
the fragment should be wired in a position of oc- 
clusion. 

Unilateral fracture of the maxilla is caused by a 
direct force acting from in front or from one side. As 
a rule the entire maxillary dental arch is depressed. 
In some cases it may be forced inward so that over- 
lapping occurs at the palatine suture. Occasionally 
there is outward displacement with spreading of the 
arch. The maxillary sinus may be filled with blood 
clot. The blood clot may be absorbed or may disin- 
tegrate without symptoms or may become infected. 
In many cases the maxilla may be reduced immedi- 
ately and wired in occlusion. In some cases it may 
be necessary to correct overlapping by jack-screw 
force across the palate. Outward displacement may 
be corrected slowly by transverse or diagonal elastic 
traction across the arch. 
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Bilateral horizontal fracture is the result of a direct 
force acting from in front. Downward and backward 
displacement of the maxilla as a whole is usual. In 
some cases there is a longitudinal fracture through 
the palate. Fixation must be obtained by support 
from a head apparatus and the reversed Kingsley 
splint described by Marshall. An emergency splint 
may be made from a metal impression tray by solder- 
ing to each side a heavy wire arm to be brought out 
from the mouth and turned back on the cheek. The 
wires are fastened by straps to a plaster skull cap and 
the tray is secured to the teeth by impression com- 
pound. Another apparatus has a heavy arch bar to 
be wired to the teeth and a similar arrangement for 
suspension from the skull cap. The average time 
required for union is six weeks. 

Bilateral fracture with extensive comminution re- 
sults from gunshot wounds or a severe force acting 
from below. Fracture of the base of the skull is often 
associated with it. Infection from the nasal fossa 
and sinuses is common, and meningitis is not infre- 
quent. The first consideration must be the patient’s 
general condition. Reduction should be delayed a 
few days. Drainage and frequent cleansing irriga- 
tion of involved accessory sinuses are indicated. In 
the fixation of fractures of this type upward pressure 
by straps attached to the skull cap would produce 
shortening of the face. Therefore rigid suspension 
at the proper distance from the skull cap by means 
of solid vertical bars to the dental splint is necessary 
to maintain the bones in position. 

Fracture of the malar bone may occur with or 
without fracture of the maxilla or mandible. It is 
due to direct violence. Fractures occur near the su- 
ture lines at the zygomatic arch, the infra-orbital 
foramen, and the lower border of the orbit, the fron- 
tal process, and the maxillary articulation. The 
body of the malar bone is usually driven into the 
maxillary sinus and impacted. There is definite flat- 
tening of the upper part of the cheek with fullness 
below. Early swelling masks the depression and fre- 
quently causes it to be overlooked. Irregularity on 
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palpation, bleeding from the nose, and subconjunc- 
tival ecchymosis are common, and there is numbness 
of the skin in the area supplied by the infra-orbital 
nerve. Movement of the jaw may be impaired by 
pressure of the depressed bone on the coronoid proc- 
ess. The injury may be limited to fracture of the zy- 
gomatic arch with depression of the fragment result- 
ing in interference with motion of the jaw by pres- 
sure of the depressed fragment. 

Elevation of the depressed malar bone is usually 
easy in the first few days. The authors’ method of 
reduction usually consists in elevation by means of a 
special instrument with a corkscrew tip, an ordinary 
screw hook, or a dental “screw-porte”’ inserted 
through a small incision 34 in. below the outer 
canthus of the eye and screwed into the bone. In 
more difficult cases the method of Gillies, Kilner, 
and Stone is preferable. Through a curved incision 
made over the temporal muscle and within the hair 
line, a long, thin elevator is passed downward on the 
muscle and beneath the bone. The fracture is then 
reduced by a levering motion, the skull being pro- 
tected by a thick gauze pad at the fulcrum. In old 
cases it may be necessary to cut down on the frac- 
ture lines to obtain satisfactory reduction. 

For fractures of the zygomatic arch alone, Matas’ 
method is best. A heavy curved needle threaded 
with heavy silk which serves as a carrier for silver 
wire is passed from above downward behind the arch 
and traction on the fragment is obtained by twisting 
the ends of the wire together. In old cases open 
operation may be necessary. E. S. Pratt, M.D. 


Hellner: The Forms of Osteitis Fibrosa of the 
Maxilla (Die Formen des Ostitis fibrosa des Kiefers). 
Zentralbl. f. Chir., 1931, p. 866. 


‘ 


Histologically, the term ‘“‘osteitis fibrosa’’ desig- 
nates a disturbance of bone growth which is associ- 
ated sometimes with marked osteoplastic and some- 
times with predominant osteoclastic changes with 
fibrosis of the marrow. Such processes in the bone, 
which by markedly accelerated destruction may lead 
to the formation of granulation tissue containing 
giant cells, occur not only in generalized or localized 
osteitis fibrosa, but also generally as a reaction of 
the bone marrow to various injuries. The author 
describes three forms of osteitis fibrosa of the maxilla 
which show these changes. 

So-called central epulis is characterized particu- 
larly by granulation tissue rich in giant cells. In the 
case of a woman thirty years of age the roentgeno- 
gram showed a cystic, honeycombed structure and 
extensive light areas in the maxilla. The duration of 
the disease was four years. The giant-cell tissue ex- 
tended to the cortical layer, which already showed 
marked destruction. The giant-cell tissue consists 
of a syncytium of spindle and giant cells, in the 
meshes of which a limited circulation may be as- 
sumed to exist. The morphological identity of the 
giant cells with osteoclasts, their osteoclastic and 
phagocytic function, their derivation from cells of 
the vascular walls, and the similarity of the giant- 





cell tissue of the epulis to that of brown tumors sug. 
gest that the giant-cell tissue is chiefly an inflam. 
matory reaction. 

There could also be observed in places a transfor- 
mation of the giant-cell tissue into fibrous tissue and 
therein a new formation of bone. This finding con- 
stitutes the transition to the second form of osteitis 
fibrosa of the maxilla, which runs its course with 
predominantly constructive bone processes (tumors) 
which were formerly looked upon as fibromata and 
osteofibromata. At the present time these are gen- 
erally included with osteitis fibrosa. A boy sixteen 
years of age had an increasing swelling on the right 
side of the lower jaw for five years. The roentgeno- 
gram showed polycystic changes. Histological ex- 
amination revealed a well-preserved cortical layer 
and, toward the interior, a mature spindle-cell tissue 
in which there was a new formation of bone from 
the very youngest bone tissue up to calcified bone 
trabecule. The unhardened bone tissue was pre- 
dominant, a fact which explained the more extensive 
areas of decreased density seen in the roentgenogram. 
Bone destruction was very slight. Other observa- 
tions, in which giant-cell foci were found in such 
bone-forming fibromata, prove the genetic relation- 
ship of the giant-cell tumors to the bone-forming 
fibrous tumors in localized osteitis fibrosa of the 
maxilla. 

The third form of osteitis fibrosa of the upper jaw, 
which shows more prominently the destructive proc- 
esses of the bone, was found in a woman twenty- 
eight years of age. The roentgenogram showed the 
cavity of the upper jaw filled with a finely stippled 
marmoraceous tumor. A distinct shell of bone was 
recognizable, and a striking honeycombed appear- 
ance was seen in the zygomatic arch. The period of 
development was at least seven years. Histological 
examination showed a mature spindle-cell tissue 
within an undestroyed shell of bone and everywhere 
in the tissue lamellated bone which was markedly 
affected by destruction. The mature spindle-cell 
tissue with its slow reconstruction and subsequent 
destruction of bone ruled out osteofibroma. 

In addition to the histological derivation of the 
giant cells and their demonstrated activity in de- 
struction and resorption, the continuous transitions 
from more vascular granulomatous to less vascular 
fibrous tumors indicate the inflammatory nature of 
these processes and their homogeneity. The giant- 
cell tumors are not true blastomata. They belong 
to the non-specific processes of osteitis fibrosa. The 
causes are not known and are probably numerous 
(mechanical, thermic, chemical, toxic, and infectious 
irritants). ‘They produce destruction followed by a 
disturbed regeneration which results in an excess of 
giant cells. In some cases the history and the dura- 
tion of the process for a number of years suggest a 
previous inflammation. 

In the discussion of this report KonyEtTzNy stated 
that the giant-cell epulis develops as the result of an 
inflammation produced by an irritant (peridontitis 
or paradentosis) from the marrow cavity and proves 
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the chronic inflammatory resorptive nature of the 
so-called brown tumors. Central forms of the local- 
ized tumor-producing osteitis fibrosa of the maxilla 
are rare. Konjetzny reported two cases observed 
for along time. He stated that the described forma- 
tions must be considered the basis for a secondary 
malignant sarcomatous neoplasm even after a very 
long time. 

COENEN said that the tumor-like osteitis fibrosa 
of the upper jaw affects mainly young girls. He 
reported five cases. Ernst HEMPEL (Z). 


Layman, D. W.: Pyogenic Infection of the Parotid 
Gland. J. Indiana State M. Ass., 1931, xxiv, 465. 


Layman reviews a series of forty-six cases of 
parotitis, in twenty-four of which the condition 
developed after an abdominal operation. Eleven 
cases were fatal. The cases treated by incision and 
drainage, especially those operated upon early, ran 
a milder course than the cases which were not 
treated surgically. Layman discusses the causes of 
parotitis and concludes that the condition is more 
frequent than is generally supposed. 

ELIZABETH CRANSTON. 


EYE 


Goldenburg, M.: A Glaucoma Study. Am. J. Ophith., 
1931, XIV, 944. 

On the basis of fourteen cases of various types of 
glaucoma in which Peterson and his associates made 
an extensive study of the capillary system, Golden- 
burg theorizes regarding the cause of glaucoma and 
the factors involved in increased intra-ocular pres- 
sure. From the results of various tests and physical 
examinations not described or discussed in detail but 
summarized in tables reprinted from the Archives of 
Pathology the conclusion is drawn that glaucoma is 
characterized by increased permeability of the capil- 
laries. The author believes that the canal of Schlemm 
is only a safety valve, and that intra-ocular pressure 
is regulated largely by the state of the capillaries in 
the ciliary body. He rejects the theory that a shal- 
low anterior chamber and enlarged lens predispose 
to the condition, and concludes that ‘congenital 
tissue sensitivity in the capillaries, capable of a 
marked reaction to a stimulus” is a factor of im- 
portance. WititAm A. Mann, Jr., M.D. 


Gradle, H. S.: Concerning Simple Glaucoma. A». 
J. Ophth., 1931, xiv, 930. 

Gradle discusses the diagnosis and treatment of 
non-congestive glaucoma. The cause of this form is 
unknown. Early cases may present some difficulty 
in the diagnosis. In the case of a patient of glaucoma 
age the development of headache after use of the 
eyes in the dark, as in the moving picture theater, a 
history of the disease in an immediate forebear, and 
digestive disturbances (rare in the simple form) may 
suggest the condition. Examination may show mi- 
nute dots of brown pigment on the posterior surface 
of the cornea with no similar cells floating in the 
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aqueous, a shallow anterior chamber, and a pupil 
dilating unduly in moderate shadow. 

The diagnosis of glaucoma of this early type re- 
quires a study of the central visual acuity, periph- 
eral and central fields, dark adaptation, and intra- 
ocular tension. The light sense may be tested clini- 
cally by comparing it with that of the examiner, 
using a foot-candle-meter in a dark room. Condi- 
tions producing symptoms may be reproduced by 
the dark-room test of Seidel and the tension taken 
after one hour in a dark room. In fewer than 50 per 
cent of cases is there an increase in the tension of 
from 10 to 30 mm. Hg. If the test is negative, it is 
meaningless. 

In the author’s borderline cases the patient is hos- 
pitalized for diagnosis. The tension is measured 
every four hours with the tonometer and compared 
with a normal tension curve. This is done without 
the use of miotics unless a definite diagnosis has 
already been established. The coffee test (giving 
one or two cups of strong black coffee), the drinking 
test (giving 1 qt. of water to be swallowed as quickly 
as possible), and the reading test (reading fine print 
for forty-five minutes) will often produce an eleva- 
tion of the tension. The coffee test may cause an 
elevation of from 15 to 25 mm. Hg.; the drinking 
test, an elevation of from 8 to 15 mm. Hg.; and the 
reading test, an elevation of from 10 to 15 mm. Hg. 
However, Gradle has seen no results from the drink- 
ing test. All of these tests may be negative. A rise 
of over 6 mm. Hg. in the morning tension is indica- 
tive of glaucoma. 

The normal tension may vary considerably. In 
some eyes a tension of 24 or 25 mm. Hg. may end in 
blindness whereas in others a tension of from 31 to 
38 mm. Hg. may be tolerated without visual defect. 
If all other tests are negative, the author dilates the 
pupil with euphthalmine. In glaucoma this will 
always cause a rise in the tension. 

Gradle favors hospitalization also of diagnosed 
cases for study of the behavior under management. 
In the simple form of glaucoma surgery is never 
indicated unless pilocarpine, occasionally supple- 
mented by other drugs, cannot hold the disease in 
check. Wirtram A. MANN, Jr., M.D. 


Learmonth, J. R., Lillie, W. I., and Kernohan, 
J. W.: Unusual Surgical Lesions Affecting the 
Optic Nerves and Chiasm. Am. J. Ophih., 1931, 
xiv, 738. 

The authors report six cases in which ophthalmo- 
logical disturbances were associated with a brain tu- 
mor of an unusual type or in an unusual situation. 
They discuss the clinical and surgical features of 
each case and the findings at autopsy in two cases. 

In the first case the ophthalmological syndrome 
was that of a lesion just anterior to the chiasm, situ- 
ated mesially, and affecting the nasal fibers of the 
optic nerve. To this location must be attributed the 
unilateral temporal hemianopsia with loss of central 
fixation. In the estimation of the size of the base of 
the lesion the roentgenogram was of aid. Preserva- 
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tion of the sense of smell made an anterior extension 
of the growth improbable. However, the flat, spread- 
ing nature of the tumor as revealed at operation was 
rather unexpected although it may have explained 
the amount of bony reaction which was such as is 
rarely produced by meningiomata in this situation. 
A guardedly favorable prognosis was given regard- 
ing the expectancy of life. 

The ophthalmological features in Case 2 were 
those of a lesion just anterior to the chiasm, laterally 
placed, and affecting the temporal fibers of the optic 
nerve. Choking of both disks and the unilateral field 
defect were of interest. Direct pressure on an optic 
nerve is necessary to produce this type of field defect. 
As the lesion was of long standing, it might have 
been expected that on the side of the hemianopsia 
the choking would have been followed by atrophy 
before the patient came under observation. The 
prognosis is good both for expectancy of life and 
restoration of a portion of visual acuity. 

In the third case the syndrome of lowered acuity 
of central vision, pale disks, and a left homonymous 
quadrant hemianopsia was that of a lesion affecting 
the chiasm. The short duration of the visual symp- 
toms and the absence of metabolic disturbances as- 
sociated with disease of the pituitary gland led the 
authors to localize the lesion in the suprasellar re- 
gion. Autopsy confirmed this localization and re- 
vealed a much more extensive growth than was dis- 
closed at operation. Although the central end of the 
right optic tract had been invaded by the growth, 
the visual defect must be ascribed to pressure on the 
chiasm, in which a circumscribed area of degenera- 
tion was found. 

In the fourth case, the change in the basal meta- 
bolic rate and the ophthalmological syndrome were 
typical of pituitary tumor. The fluctuating charac- 
ter of the visual disturbances suggested cyst forma- 
tion in the growth. The nature of the intraneural 
cyst was doubtful. In this case there is not much 
likelihood of improvement in vision. 

In Case 5, the ophthalmological changes were 
those usually associated with tumors of the third 
ventricle or suprasellar growths. The bilateral ceco- 
central scotoma and bitemporal hemianopsia for 
colors were definite and easily charted. The head- 
aches, vomiting, and ataxia without other neuro- 
logical findings and the age of the patient were sug- 
gestive of a tumor of the vermis, but the authors had 
never observed changes in the perimetric fields in 
such cases. It appeared possible that the growth 
had extended upward into the third ventricle, but 
evidence of this was not forthcoming at the opera- 
tion; not only was the third ventricle found unob- 
structed, but the aqueduct of Sylvius was dilated, 
which proved that the obstruction to the outflow of 
cerebrospinal fluid was in the posterior fossa. The 
possibility of the presence of multiple lesions must 
be considered; for example, the presence, in addition, 
of a basofrontal tumor in the median line, extending 
toward the chiasm and accounting for the progres- 
sive deterioration of vision to complete amaurosis in 





spite of the relief of the internal hydrocephalus, 
However, as the boy is in good general condition 
two years after the operation, the possibility is not 
very strong. 

Except for the changes in the perimetric fields, the 
clinical features of the sixth case were those of a tu- 
mor of the eighth cranial nerve. Although micro- 
scopic study of the visual pathway revealed numer- 
ous changes in its structure, these do not account for 
the clean-cut altitudinal nature of the visual defect. 
In the absence of primary anemia and multiple 
sclerosis, these histological changes are unique in the 
authors’ experience. The most exhaustive studies 
have not furnished an anatomical explanation for 
the ophthalmic picture and no reason can be offered 
for its occurrence. 


Butler, T. H.: The Results of Ophthalmic Opera- 
tions. Brit. J. Ophih., 1931, xv, 481. 


Butler states that in cataract extractions the pa- 
tient’s. general condition is probably the factor of 
most importance for success. The lachrymal sac 
should be examined for suppuration and a general 
examination made for focal infections, diabetes, and 
other conditions. The character of the nursing and 
the patient’s temperament, and environment are 
important. Because of the danger of infection and 
the psychological state produced by seeing other 
cases, the patient should not be placed in a general 
ward prior to operation. 

The author reviews cases of extraction in 4 hos- 
pitals and in private practice in which useful visual 
acuity was obtained in from 70 to 95 per cent and 
the operation was unsuccessful in from 5 to 7 per 
cent. The frequency with which excision of the eyes 
was done because of complications or the danger of 
sympathetic ophthalmia varied from o to 6.7 per 
cent. About 300 eyes are included in the series. 

The incidence of failure is much higher in extrac- 
tion of dislocated lenses. In many cases the opera- 
tion is almost impossible. In congenital dislocations 
a preliminary iridectomy should be done and may be 
sufficient. When, in traumatic dislocations, the lens 
is in the vitreous, it should be left there, but when it 
is in the anterior chamber it must be removed be- 
cause of the danger of secondary glaucoma. 

The treatment of secondary glaucoma depends 
upon the type and cause of the condition. Eyes con- 
taining tumors should be removed early. When this 
is done metastasis is rare. When uveitis is the cause 
it must be treated; if atropin fails to reduce the ten- 
sion operation is usually unsuccessful. In acute 
glaucoma (congestive type), iridectomy is the opera- 
tion of choice when eserine has failed. In non-con- 
gestive glaucoma, operation is indicated when the 
disease is beginning to produce a loss of function, 
evidenced by the central visual acuity and the pe- 
ripheral and central fields. Tension should always 
be measured with the tonometer. Iridectomy results 
in cure in about 4o per cent of the cases. In the cases 
reviewed, trephination was followed by cure in 70 
per cent, but this procedure may be followed by 
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serious complications such as late infection, cataract, 
and an ectatic cicatrix. The author favors iriden- 
cleisis. He used this procedure in 25 of the more 
favorable cases and obtained successful results in 80 
per cent. However, if the anterior chamber is very 
shallow, he prefers trephining because the use of the 
keratome is associated with danger of injuring the 
lens. 

Cases of strabismus should be operated upon only 
when other methods of treatment have failed to cure. 
The treatment should include correction of the re- 
fractive error, occlusion of the better eye, and fusion 
training. The best time for operation is the eighth 
year of age. The operation of choice is advancement 
combined with recession when the squint is of large 
degree. Free tenotomy is an unsurgical procedure. 
Of 50 cases treated by advancement and recession, 
a successful result was obtained in 90 per cent, 
whereas of 23 cases treated by advancement and 
free tenotomy, a successful result was obtained in 
only 75 per cent. 

In disease of the lachrymal sac the author favors 
excision as his results from the West operation have 
not been satisfactory. For the removal of magnetic 
foreign bodies he recommends the Mellinger-Ring 
magnet and the Haab magnet. 

In summarizing, Butler states that not over 0.25 
per cent of intra-ocular operations are followed by 
infection, and that 95 per cent are satisfactory in the 
surgical sense. Freedom from infection may be due 
largely to the presence of a bacterial lysozyme in the 
tears. The use of strong antiseptics in the conjunc- 
tival sac prior to operation is inadvisable. 

WILLIAM A. MANN, Jr., M.D. 


Jameson, P. C.: The Surgical Entity of Muscle 
Recession. Arch. Ophth., 1931, vi, 329. 


Jameson reviews the indications for, and the 
contra-indications to, muscle recession in cases of 
squint, describes the technique in great detail with 
a number of illustrations, gives rules with regard to 
the amount of recession, and discusses the advan- 
tages of recession as compared with resection and 
advancement. He states that graded control reces- 
sion gives more constant results than tenotomy, and 
that scleral fixation obviates the risk of an indefinite 
floating attachment. Tuomas D. ALLEN, M.D. 


Peter, L. C.: Advancements and Other Shortening 
Operations in Concomitant Squint. Arch. 
Opth., 1931, vi, 380. 


The basis of squint is a defective fusion faculty. 
Total absence of this faculty leads to true alternat- 
ing squint and a partial defect to monolateral squint. 
When there is an error of refraction, anisometropia 
precipitates monocular squint. In most cases of 
monocular squint, lowered central vision is due to 
amblyopia; in the others, a 3-degree central scotoma 
is present. 

In acquired amblyopia (exanopsia) central vision 
can be restored by early training. In children under 
seven years of age the fusion faculty, if present, can 
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be stimulated to normal activity, and in adults to a 
less extent. All treatments—refractive, orthoptic, 
fusional, and surgical—are most effective in children 
under six years of age. 

If surgery is necessary, the choice of operation 
must depend upon whether there is a chance to ob- 
tain single binocular vision or only a good cosmetic 
result. 

Peter sums up the indications for each type of 
operation as follows: 

1. Squint of ro degrees: resection or tucking. 

2. Squint of 15 degrees: resection with advance- 
ment if necessary. 

3. Squint of 20 degrees: resection with advance- 
ment supplemented, if necessary, by recession. 

4. Squint of from 25 to 30 degrees: (1) double 
advancement; (2) advancement and recession on one 
eye and, if necessary, advancement on the other 
side. 

5. Squint of 30 degrees or more: double advance- 
ment with one or double recession, if necessary at 
two sittings from seven to fourteen days apart. 

6. In Types 3 and 4, a choice of double advance- 
ments or an advancement and a recession. 

In divergent squint the same rules apply, but all 
surgical procedures are from 30 to 40 per cent more 
effective in convergent than in divergent squint. 
Although the underlying surgical principles are the 
same in both types, varying degrees of divergence 
require slight re-adjustments of supplementary 
operations to yield the best results. Moreover, the 
prospects of obtaining single binocular vision are not 
so good in monocular exotropia as in monocular 
esotropia. Tuomas D. ALLEN, M.D. 


Parker, W. R., and Fralick, F. B.: Choroideremia: 
Report of a Case. Arch. Ophth., 1931, vi, 213. 


The authors report the thirteenth case of choroid- 
eremia to be recorded. They include in their arti- 
cle a drawing of the posterior pole, a résumé of all 
the cases on record, and a review of the opinions 
of prominent ophthalmologists regarding the cause 
of the condition. They describe choroideremia as a 
bilateral developmental abnormality in which the 
entire choroid except a small area in the region of 
the macula is absent. Central vision may be normal, 
but there is always a marked contraction of the 
visual field, which usually is associated with night- 
blindness. Tuomas D. ALLEN, M.D. 


Wentworth, H. A.: Variations of the Normal Blind 
Spot, with Special Reference to the Formation 
of a Diagnostic Scale. Am. J. Ophih., 1931, xiv, 
88o. 

Wentworth mapped out the blind spots of 200 
normal persons. The average size showed a definite 
increase with advancing age. All tests were made at 
33 cm., with a 1-degree test object. Under these 
conditions a blind spot 16 cm. or more in area at any 
age and a blind spot greater than 1412 cm. before 
the age of twenty-five years suggest a pathological 
change. SAmMuEL A. Durr, M.D. 








NOSE AND SINUSES 


Havens, F. Z.: Primary Tuberculosis of the Nasal 
Mucous Membrane. Arch. Ololaryngol., 1931, 
xiv, 181. 

Primary tuberculosis of the nasal mucosa is appar- 
ently more common in Europe than in America. It 
is a relatively rare condition, but the small number 
of cases is probably not a true indication of its in- 
cidence. Its infrequency seems best explained by the 
fact that the nasal mucosa is highly resistant and is 
protected by an outward flowing, slightly bacte- 
ricidal secretion. The chief factor breaking down the 
resistance seems to be trauma, particularly that 
caused by picking the nose. Infection is probably 
caused by the inhalation of dried, infected secretions, 
although it is possible that the bacillus of tubercu- 
losis may be introduced mechanically. 

Tuberculosis infection of the nasal mucous mem- 
brane has been noted at all ages, but is most frequent 
in middle and later life. According to most reports, 
females are affected more often than males. 

The tuberculoma is usually a granulomatous mass 
with a mammillated appearance which is usually 
situated on the septum, but at times appears on the 
turbinates or spreads from these to adjacent struc- 
tures. It may be limited to one side of the septum or 
occur on both sides. Microscopic examination re- 
veals the usual picture of tuberculosis with epithe- 
lioid cells, giant cells, and caseation. The chief le- 
sions from which the condition is to be differentiated 
are those of syphilis and malignancy. 

The symptoms are due to obstruction caused not 
only by the tumor itself, but also by associated 
marked crusting. 

The treatment has varied widely. Lactic acid, 
iodine, roentgen rays, radium, Finsen light, helio- 
therapy, cauterization, diathermy, and operation 
have all been used. Surgical procedures are of two 
types: wide excision, including the cartilage, and 
excision with the knife or the sharp curette leaving 
the cartilage intact. Next favored to surgery is 
cauterization or diathermy, and then irradiation 
with radium or the roentgen rays. 

The prognosis is generally good although the con- 
dition may recur and two or three treatments may 
be necessary to bring about a complete cure. 

Havens reports five cases of primary nasal tuber- 
culosis observed at the Mayo Clinic. 


Claiborn, L. N., and Ferris, H. W.: Plasma-Cell 
Tumors of the Nasal and Nasopharyngeal 
Mucosa. Arch. Surg., 1931, Xxiii, 477. 

Little attention has been paid to plasma-cell tu- 
mors other than those which occur in the bone mar- 
row and are known as “plasma-cell myelomata.”’ 
However, Ewing has described a group of extra- 
medullary plasma-cell tumors occurring in mucous 
membrane and lymph nodes, most often in the naso- 
pharynx, alveolar borders, tongue, lips, and cervical 
lymph nodes. These tumors develop slowly, but 
may recur and may be associated with chronic ca- 
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Photomicrograph showing the plasma cells and_ the 
rather marked fibrous stroma in Case 1. 


chexia. They are to be distinguished from the malig- 
nant lymphosarcomata as they are usually benign 
processes with indistinct neoplastic properties. Only 
twelve cases of plasmocytomata of the nasal mucosa 
or nasopharynx are recorded in the literature. The 
authors review these cases briefly and report two 
cases of their own. 

In the authors’ first case there was a history of 
“nose trouble” for years. The entire interturbinate 
space in the right nasal fossa was filled by an irregu- 
lar gray tumor mass which appeared to arise from 
the turbinate bones. Examination a year and a half 
after removal of the tumor showed no recurrence. 

In the second case there was a history of obstruc- 
tion in the right side of the nose and a moderate post- 
nasal discharge of two years’ duration. Eight 
months before the patient was seen by the authors 
he had had a “nasal fibroma”? removed from the 
right nasal fossa, and two weeks before he was seen 
by them he had had a small tumor removed from 
under the left arm. Neither of the specimens was 
examined pathologically. Examination of the nose 
showed deviation of the septum to the left, enlarge- 
ment of both inferior turbinates, and hypertrophy of 
the right middle turbinate. In the right nasal cavity 
a raised, somewhat lobular tumor extended from the 
middle meatus over the middle turbinate. This tu- 
mor measured about 3 by 1.5 cm. and was partially 
covered by a yellowish exudate. A similar but 
smaller tumor extended downward from the fossa of 
Rosenmueller on the right. Three days after the re- 
moval of the tumors 33.75 mc.-hr. of irradiation were 
given. Six months later there was no evidence of 
recurrence. 

Twelve of the fourteen cases were those of males 
and twelve of the patients were forty years of age or 
older. The symptoms causing the patient to seek 
relief were nasal obstruction in eleven cases, difh- 
culty in swallowing in two, epistaxis in two, and 
hoarseness in two. In the cases of hoarseness tumors 
were found in the pharynx or larynx as well as in the 
nose or nasopharynx. 
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The tumors were usually coarsely nodular or of a 
more finely granular appearance, variable in size, 
and firm. Some of them were pedunculated. They 
were a pale gray, bluish-red, or dark brown. The 
darker color was apparently due to congestion and 
hemorrhage. Microscopic examination showed all 
of them to be characterized by numerous undoubted 
plasma cells which usually showed considerable va- 
riation in size and shape and often showed cells with 
two nuclei. Not infrequently, plasma giant cells 
with more than two nuclei were seen. The nuclei 
were usually round or oval and showed radially ar- 
ranged masses of chromatin. In one case multinu- 
cleated giant cells of the Langhans type were seen. 
Degenerated cells were noted only once or twice. 
Necrosis was seen once. In some cases capillaries 
were abundant, while in others plasma-cell groups 
were particularly numerous about the vessels. The 
interstitial connective tissue formed a delicate reticu- 
lum in which the plasma cells were numerous. In 
some cases lymphocytes were numerous. Mitotic 
figures and eosinophiles were rare. Polymorphonu- 
clear neutrophilic leucocytes were seen in both cases, 
but in one were present in only the covering mucosa. 

There are two main theories concerning the origin 
of plasma cells. According to one, these cells are de- 
rived from lymphocytes. According to the other, 
they develop from the fibroblasts of the adventitia of 
the blood vessels. The first theory is more generally 
accepted than the second. Of the plasmocytomata, 
some have been regarded as benign, others as malig- 
nant, and others as of inflammatory origin. 

The authors believe that many of the growths 
diagnosed clinically as nasal polyps, if studied micro- 
scopically, would show a predominant plasma-cell 
structure. Such neoplasms may accompany syphili- 
tic, tuberculous, or other chronic inflammatory 
processes. In many instances they are benign. It is 
probable that those in which malignant character- 
istics are noted are multiple myelomata rather than 
plasmocytomata. E. S. Pirarr, M.D. 


NECK 


Taddei, A.: Suppurated Lymphangioma of the 
Neck with Histologically Demonstrated Pri- 
mary Fat (Linfoangioma suppurato del collo con 
reperto istologico di grasso primario). Rassegna in- 
ternas. di clin. € terap., 1931, Xii, 721. 

Lymphangioma of the neck is a rather rare condi- 
tion and the case reported by the author was par- 
ticularly unusual because the tumor consisted of 
lobules of primary fat. Taddei has found no similar 
case in the literature. The patient was a female child 
four months and ten days old who was born nor- 
mally after a normal pregnancy. At birth, she pre- 
sented a tumor the size of a hen’s egg on the right 
side of the neck. The neoplasm extended down to 
the supraclavicular fossa and up to the lower border 
of the jaw. It did not pulsate and did not cause pain. 

The physician who was consulted made a diagnosis 

of lipoma and advised expectant treatment. The tu- 
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mor gradually decreased to the size of a nut, but it 
then suddenly became larger and pain and fever 
developed. 

Exploratory puncture yielded pus containing the 
staphylococcus albus. Except for the tumor, the 
child was normal. The diagnosis was congenital 
cystic lymphangioma of the neck with suppuration 
of a cystic cavity within the neoplasm. A block of 
the tumor tissue was removed and the underlying 
pus cavity drained. The author says that it is almost 
always impossible to remove these tumors radically. 
In addition to many small cysts, the neoplasm con- 
tained lobules of fatty tissue. 

When the child was seen five months later, the 
tumor was very much smaller and was covered by 
normal skin. Aubrey Goss Morcan, M.D. 


Frazier, C. H.: Carbohydrate Metabolism in Rela- 
tion to Postoperative Crises in Hyperthyroid- 
ism. Am. J. M.Sc., 1931, clxxxii, 378. 

Frazier cites a number of investigations of the 
carbohydrate metabolism in thyroid disease which 
demonstrated that a disturbance occurs chiefly in 
the glycogen storage in the liver. He presents three 
glucose-tolerance charts made before and after 
thyroidectomy which show no significant difference. 
He concludes that the intravenous administration 
of glucose in dilute solution is of value in post- 
operative thyroid crises. In support of his conclu- 
sion he cites two cases of such crises in which this 
treatment was apparently beneficial. 

Pau Starr, M.D. 


Lahey, F. H.: The Surgical Management of Intra- 
thoracic Goiter. Surg., Gynec. & Obst., 1931, liii, 
346. 

Intrathoracic goiters usually have their origin in 
a low-lying adenoma which is forced into the medi- 
astinum during swallowing, gradually elongates, and 
becomes a complete intrathoracic goiter if its upper 
pole is below the sternal notch and an incomplete 
intrathoracic goiter if its upper pole is above the 
jugulum. Multiple adenomatous goiters of the en- 
demic type become intrathoracic by pushing down- 
ward one or both lower poles. 

Intrathoracic goiter is characterized by symptoms 
of tracheal compression, stridor, nocturnal attacks 
of severe dyspnoea, distention of the veins of the 
neck and head, dullness of the jugulum on percus- 
sion, lateral rotation of the thyroid cartilage, and 
X-ray evidence of an intrathoracic tumor with 
lateral rotation of the trachea. 

In the surgical treatment of intrathoracic goiter 
it is important to remove the goiter completely as 
remnants may become necrotic and cause a fatal 
mediastinitis. 

The first step of the operation is the ligation of 
the superior thyroid vessels. The tumor is then 
gently pulled forward with one finger inserted behind 
it and the middle thyroid veins are exposed and 
ligated. The finger then gently frees the tumor from 
the surrounding tissue in the rear along a line of 
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cleavage with care to avoid injury to the pleura and 
the thoracic duct. The tumor is then delivered by 
gentle pushing from below through the upper tho- 
racic aperture. If it enlarges transversely so that de- 
livery becomes difficult, it may be pulled gradually 
and gently from above with hooks while the finger 
pushes from below. 

When nitrous oxide anesthesia is used pressure on 
the trachea during the procedure may be overcome 
by pressing the oxygen bag, and when ether anezs- 
thesia is used it may be relieved by passing a stiff 
catheter through the vocal cords. 

After delivery of the tumor, a warm moist strip of 
gauze is introduced into the cavity until the blood 
supply of the pedicle of the goiter is ligated. After 
the ligation has been done it is removed, the cavity 
exposed, and oozing controlled. Five or six strips of 
gauze are then introduced into the cavity. The 
drainage is maintained for about three weeks, until 
the cavity has collapsed and become filled with 
granulations from below. F. S. Mopern, M.D. 


King, B. T.: The Cause of Exophthalmos. Jest. 
J. Surg., Obst. & Gynec., 1931, XXxix, 602. 

The author reports his impressions of exophthal- 
mos as observed among 1,500 patients operated upon 
for goiter in the last seven years. In about half of 
the cases a final diagnosis of diffuse hyperplasia of 
the thyroid was made and in more than half of the 
latter exophthalmos of varying degree was present. 
All of the local phenomena that occur in associa- 
tion with the exophthalmos may be explained on 
the basis of myatonic and circulatory changes in the 
ocular muscles and the orbital cavity. With the 
exception of oedema, the local changes bear a 
constant relationship to similar changes in the other 
parts of the body. The author believes that if the 
cause of the intra-orbital oedema could be explained 
the cause of the exophthalmos would be obvious. 

Except in cases of solid tumors within the orbital 
cavity, exophthalmos is produced by hydrostatic 
pressure. The degree of exophthalmos varies with 
the amount of oedema and the amount of engorge- 
ment of the orbital veins. 

The author believes that when the circulation is 
greatly accelerated blood is pumped into the orbital 
cavity more rapidly than it can be readily evacuated 
by the veins leaving the orbit through restricting 
bony commissures and foramina, and that the re- 
sulting oedema is due merely to mechanical inter- 
ference with the return circulation. He cites various 
theories as to the causes of exophthalmos and dis- 
cusses them briefly. He believes that unilateral 
exophthalmos and unequal exophthalmos in the same 
person are explained by a considerable variation in 
the size of the bony apertures through which the 
veins pass. 

Whenever cedema persists for a long time new 
connective tissue is deposited. The author believes 
that in long-standing cases this fact and the short- 
ening of Tenon’s capsule explain persistent post- 
operative exophthalmos. C. G. SHEARON, M.D. 
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Thompson, W. O., and Thompson, P. K.: Exoph- 
thalmic Goiter: The Development of Refrac- 
toriness to Iodine. Arch. Int. Med., 1931, xlviii, 
351. 

The authors report the cases of five patients with 
exophthalmic goiter who became refractory to 
iodine during the continuous administration of the 
drug. One patient, after showing a remission, 
became refractory to 6 mgm. daily, a dose sufficient 
at other times to produce a maximum reduction in 
the basal metabolism. ‘The four others became at 
least partially refractory during the prolonged 
administration of from 6 to 250 mgm. daily. In four 
cases the refractoriness disappeared after iodine 
was omitted. One patient, operated upon when the 
metabolism was rising rapidly during the continuous 
administration of iodine, died about forty hours 
after the operation from a postoperative crisis. In 
two patients, exophthalmos was first noted as the 
rate of metabolism was rising during the continuous 
use of small doses of iodine, and in two it became 
more marked under these circumstances. 

The authors draw the following conclusions: 

1. In severe cases of exophthalmic goiter opera- 
tion should be performed as soon as the metabolism 
reaches a level during the administration of iodine 
as the beneficial effect of iodine may be brief. 

2. If operation is slightly delayed and the rate of 
metabolism starts to rise rapidly soon after the 
initial drop, operation should not be performed until 
iodine has been omitted for a short time, as a short 
period of omission of iodine may cause the refrac- 
toriness to disappear and make the patient a better 
operative risk. Watter H. Napter, M.D. 


Dunhill, T. P.: Carcinoma of the Thyroid Gland. 
Brit. J. Surg., 1931, xix, 83. 

It has been stated that carcinoma of the thyroid 
has features which are not known to occur in ma- 
lignant disease in any other organ. It has been as- 
serted that a benign tumor of the thyroid, even a 
normal gland, may give rise to metastases. It is now 
generally agreed that the secondary growth may re- 
produce some of the morphological characteristics of 
the primary growth, but it has been stated that the 
metastases of thyroid malignancy may be indis- 
tinguishable from normal gland tissue. A malignant 
growth should have no physical activity, yet me- 
tastases from a malignant thyroid may function to an 
extent adequate to the needs of the body even after 
extirpation of the parent gland. 

The author classifies carcinomata of the thyroid 
into: (1) scirrhous carcinomata, (2) papilliferous 
adenocarcinomata, and (3) malignant adenomata. 
He states that a diagnosis based on textbook de- 
scriptions is too late to be of benefit to the patient. 
The difficulty in the early diagnosis is due to the 
fact that, with the exception of the scirrhous type 
of lesion, carcinoma rarely arises in a normal gland; 
it almost always occurs in a gland which is already 
diseased and in which the epithelium, although 
benign, may show an extremely diverse structure. 
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The findings in the author’s cases and the con- 
clusions drawn from them are summarized as fol- 
lows: 

1. In our cases there are three types of cancer of 
the thyroid: scirrhous carcinoma, papilliferous adeno- 
carcinoma, and malignant adenoma. 

2. The scirrhous carcinoma in the thyroid does 
not differ from the same lesion occurring elsewhere in 
the body. 

3. In the thyroid gland, epithelial proliferation is 
the characteristic response to stimulation. The pro- 
liferation may resolve spontaneously or under treat- 
ment; it may form a benign tumor or a tumor which 
invades and disseminates. These stages merge into 
one another gradually. The histological gradations 
cause difficulty in deciding when a tumor has be- 
come malignant. 

4. Proliferation of thyroid epithelium may be 
papilliferous or follicular in type. Papilliferous 
adenocarcinoma may be the ultimate result of the 
former type and malignant adenoma the result of 
the latter type. 

5. It has been suggested that the cause of car- 
cinoma is stimulation which may be normal and 
affecting tissue that is subeflicient or so excessive as 
to amount to irritation. 

6. Although in cases of carcinoma of the thyroid 
a specific glandular structure is frequently found in 
both the parent growth and the metastases, the 
essential character of the disease conforms to the 
laws followed by carcinoma of other glandular 
organs and its cause is possibly the reaction of the 
glandular epithelium to irritation as in carcinoma 
of the breast. 

7. A nodule in a thyroid gland should not be 
treated as of no importance. Early changes in the 
signs and svmptoms associated with it should induce 
the practitioner to investigate the cause of the 
changes. 

8. Histological examination should be made in 
every case in which thyroid tissue is removed. Sec- 
tions should be taken from different areas. 

g. Advanced cases of carcinoma of the thyroid 
should not be regarded as hopeless. When the 
patient’s condition justifies it, as much of the tumor 
should be removed as possible and X-ray treatment 
then given. By this means the patient is rendered 
more comfortable and life is sometimes prolonged 
to a surprising extent. R. V. B. Suter, M.D. 


Goetsch, E.: Mortality in Goiter Operations. An. 
Surg., 1931, XCiv, 107. 

The author reviews 22 deaths occurring in 1,755 
surgically treated cases of goiter. 

The type of operation was not responsible to any 
extent as fatalities followed simple ligation as well 
as partial resection. 

Eight (36 per cent) of the deaths were caused by 
postoperative hyperthyroidism and secondary car- 
diac failure. The author emphasizes that the pre- 
operative use of iodine will not always prevent a 
severe postoperative reaction. 
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Four of the deaths reviewed were due to primary 
cardiac failure in patients with long-standing thy- 
roid disease which had caused severe injury to the 
heart. Goetsch believes that these patients would 
have died even if they had not been subjected to 
surgery. 

In 3 cases with a history of cardiorespiratory trou- 
ble such as tuberculosis, chronic bronchitis, arterio- 
sclerosis, and bronchopneumonia death was due to 
pneumonia. The goiter was not of the severe hyper- 
thyroid type. 

In 3 cases embolism was responsible for the death. 
In 2 of these, only unilateral ligation was done. The 
extent of the operation did not seem to be a factor. 
In all 3 cases there was severe cardiac damage. The 
deaths occurred on the ninth, tenth, and eleventh 
days after the operation. 

One patient died from tetany during a severe 
attack on the eleventh day after 2 minor attacks had 
been controlled by parathormone and calcium. 

In 1 case death resulted from tracheal obstruction 
and oedema of the larynx on the third day in spite 
of immediate tracheotomy. <A large adenomatous 
goiter of twelve years’ duration had so softened the 
tracheal rings that collapse occurred. 

One death followed the intravenous use of an im- 
proper dextrose solution. Today the danger of such 
an accident is slight on account of the availability of 
chemically pure dextrose with buffer salts to preserve 
the hydrogen-ion concentration of the solution. 

In 1 case death followed a streptococcic infection 
of the wound which developed forty-eight hours 
after the operation and might have been controlled 
if it had been treated sooner. 

In conclusion the author says that iodine should 
be given only in pre-operative treatment and a 
careful study of the cardiac reserve should always be 
made. Operation is contra-indicated in the presence 
of even a slight pulmonary infection and in cases 
with asthenia and extreme loss of weight. 

WILLIAM J. Pickett, M.D. 


Childrey, J. H., and Parker, H. L.: Myoclonic 
Movements of the Larynx and Pharynx: A 
Manifestation of Epidemic Encephalitis. Arch. 
Otolaryngol., 1931, Xiv, 130. 

Rhythmic involuntary jerking movements in the 
laryngeal and pharyngeal muscles are relatively rare. 
In all of the four cases reported by the authors es- 
sentially the same phenomenon, namely, myoclonic 
movements of the laryngeal and pharyngeal muscu- 
lature, was presented. Careful examination of the 
affected organs was made in each case by direct in- 
spection and endoscopy. 

Myoclonic movements being common in epidemic 
encephalitis and rare in other diseases, the possi- 
bility of epidemic encephalitis was first considered. 
As no other known disease of the central or periph- 
eral nervous system is capable of producing such a 
variety of symptoms as epidemic encephalitis, there 
is ample possibility of error in including all sorts of 
strange and unfamiliar symptoms in the syndrome 
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of the latter condition. Accordingly, certain criteria 
must be established and a reasonably comprehensive 
differential diagnosis kept in mind. The criteria 
might include the presence of the Parkinson syn- 
drome, and the history of an initial infection with or 
without paralysis of the cranial nerves. 

Difficulties in the recognition of the minor mani- 
festations of epidemic encephalitis may be due to 
failure to realize that there is a chronic form of the 
disease. 

Epidemic encephalitis may produce paralytic phe- 
nomena with suspension of movement or kinetic 
phenomena with exaggeration of movement in any 
part of the musculature of the body controlled by 
the nervous system. There may be a combination of 
paralysis and movement phenomena. The move- 
ments may occur throughout the body and involve 
many muscles or may be localized to a small area as 
in the four cases reported by the authors. Disorders 
of movement in epidemic encephalitis may be di- 
vided into general and local convulsions, chorea, 
athetosis, dystonia, tic, spasm, tremor, myoclonia, 
and complex movements. 

In myoclonia, the jerking is sudden, quick, and 
quite like that produced in a muscle by intermittent 
faradic shocks. The muscle relaxes as quickly, but 
again contracts rapidly. The resulting continuous 
twitching varies in speed in different cases. 


The jerkings may become general and involve 
most of the voluntary muscles of the body. This 
was more common in the early years of the epidemic, 
The cases seen at that time were characterized by an 
acute onset with sharp, shooting pains in the trunk 
and extremities, at first local but later becoming 
generalized. The pains were soon followed by mus- 
cular jerks, waves, and twitchings which were often 
rhythmic and persisted for weeks or months. Apart 
from these generalized myoclonic disturbances seen 
early in the epidemic and also during more recent 
years, less severe cases have been observed in which 
the jerkings were not so widespread and were more 
chronic. The abdominal muscles are particularly 
vulnerable and may be unilaterally or bilaterally in- 
volved. The legs or an arm and leg on one side may 
be affected. Still more local, the jerkings may in- 
volve a single limb, a group of muscles, one muscle, 
or even a segment of muscle. They may change 
from one part to another, and different groups of 
muscles may be involved in the same case at differ- 
ent rates of jerking. 

Association of these myoclonic movements with 
some other syndrome of epidemic encephalitis has 
been helpful in establishing the diagnosis. The four 
cases reported by the authors presented the Parkin- 
son syndrome which has been recognized as highly 
suggestive of epidemic encephalitis. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Rand, C. W., and Courville, C. B.: Histological 
Studies of the Brain in Cases of Fatal Injury to 
the Head: II. Changes in the Choroid Plexus 
and Ependyma. Arch. Surg., 1931, xxiii, 357. 


The authors report studies undertaken to deter- 
mine the cause and source of the increase in the cere- 
brospinal fluid following trauma to the head and its 
relation to the late posttraumatic symptoms and 
death. In sixty-one cases of fatal injury to the head, 
most of which had been under their clinical observa- 
tion, they made microscopic studies of the choroid 
plexus and ependyma and compared the findings 
with those made in the same tissues of ten persons 
who had died from conditions not involving the cen- 
tral nervous system. In nearly all of the cases of 
head injury there was intracranial hemorrhage of 
some degree. The earliest deaths were almost in- 
stantaneous. The latest death occurred after nineteen 
days. The authors report each case in detail and in- 
clude in their article several photomicrographs of the 
choroid plexus and ependyma. The findings and con- 
clusions are summarized as follows: 

1. Following fatal injury to the head, increased 
vacuolization of the choroidal epithelium with 
heightening of the individual cells is usually found. 
This may occur in the form of large single circum- 
scribed vacuoles or as numerous small droplets sug- 
gesting cellular oedema. The changes vary within 
wide limits, begin immediately, and apparently 
reach their maximum in from two to four hours after 
the injury. Other factors, such as shock, the time 
interval between the injury and death, and the use 
of hypertonic dextrose solution undoubtedly influ- 
ence the ultimate picture. It may be assumed that 
similar changes occur in non-fatal cases. 

2. (dema of the stroma of variable degree occurs 
under these circumstances. This probably precedes 
the changes in the epithelial cells. Occasionally 
hemorrhagic extravasations are found, but more fre- 
quently the stroma and epithelial vacuoles contain 
pigment which may indicate disintegration of red 
blood cells. The pigment is probably haematoidin. 

3. Subependymal oedema and an increase in the 
vacuolization and height of the ependymal cells 
often occur. These changes are variable and not 
so constant as those in the choroid plexus. 

4. The changes are similar to those found in the 
water brain of animals produced experimentally by 
the intravenous injection of hypotonic solutions. 

5. Whether the changes observed are due to se- 
lective activity of the epithelial cells or are secondary 
to vasomotor phenomena is as yet undetermined. 

ALBERT S. CRAwFrorD M.D. 


SURGERY OF THE 
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NERVOUS SYSTEM 


Drury, D. W.: Aural Acuity and Brain Lesions. I. 
Audiometric Studies. Ann. Otol., Rhinol. & 
Laryngol., 1931, xl, 682. 

With the purpose of working out more accurate 
aids to the early diagnosis of brain tumor, Drury is 
making a careful investigation of the changes in 
aural acuity in a large variety of conditions. He 
examines each patient with an aural speculum, an 
audiometer, and an electrical bone-conduction 
receiver. The audiometer and bone-conduction re- 
ceiver are very sensitive electrical apparatus de- 
vised to eliminate the error in the older tests of air 
and bone conduction of sound vibrations. To date, 
Drury has studied 291 cases under treatment by 
Cushing. 

The conditions are classified as frontal, pituitary, 
parietal, temporal, occipital, acoustic, cerebral, and 
cerebellar tumors, arachnoiditis, and multiple 
sclerosis, and a miscellaneous group of conditions 
which include spinal tumors, tic, tuberculosis of the 
skull, labyrinthitis, epilepsy, and Paget’s disease. 

The test of aural acuity was made and recorded on 
co-ordinate paper in the usual manner in terms of 
the double vibrations of the sound per second. The 
curves obtained show a striking uniformity for the 
type and location of the tumor and suggest that 
careful audiometric study may prove of aid in diag- 
nosis and localization. A striking feature was failure 
of the patient to report deafness when deafness was 
demonstrated by means of the audiometer. This is 
explained by the fact that Drury is able to detect 
deafness to tones above those of ordinary speech 
which ordinarily passes unnoticed. 

ALBERT S. CRAWFORD, M.D. 


Moniz, E., Pinto, A., and Lima, A.: Arterial En- 
cephalography and Its Value in the Diagnosis 
of Brain Tumors. Surg., Gynec. & Obst., 1931, 
lib, 285. 

The authors describe arterial encephalography and 
report cases to show its value in the diagnosis of tu- 
mors of the brain. The contra-indications are the 
presence of sclerosis of the brain arteries and a pre- 
vious arterial encephalographic examination. The 
procedure should not be repeated. 

To prevent epileptic attacks following the injec- 
tion, the authors give 30 ctgm. of luminal the 
night before and early on the day of the examina- 
tion. The examination is made with the patient in 
the classical position required for ligation of the 
carotid artery. Under local anesthesia, an incision 
is begun at the external border of the sternocleido- 
mastoid muscle on a level with the mandibular angle 
and extended down to the fold that separates the 
submaxillary region from the neck. The internal 
carotid is located through the common carotid, its 
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bifurcation, or a spot above the bifurcation. If the 
internal carotid is to be injected, a special forceps is 
placed at once above its origin to bring about tem- 
porary hemostasis without compressing the artery. 
If the common carotid artery is to be injected, the 
special forceps is applied to this vessel below the bi- 
furcation and another forceps is applied on the ex- 
ternal carotid above the bifurcation. 

The head is fixed in position by bandages with the 
side opposite the injection down. The artery is then 
punctured and the clamp or clamps are compressed. 
If the needle enters the common carotid, it is di- 
rected upward into the internal carotid to prevent 
irritation of the retlexogenic cardiorespiratory zone 
of the carotid sinus. The liquid used for injection is 
a 22 to 25 per cent chemically pure, recently pre- 
pared aqueous solution of sodium iodide. The aver- 
age dose for men is 6 or 7 c.cm. Less is used for 
women. The dose for children is 2 or 3 c.cm. An 
assistant signals the roentgenologist when the pic- 
ture is to be made. The injection is carried out 
quickly and the roentgenogram is taken at the mo- 
ment the injection is completed. If the first plate is 
not satisfactory, the injection is repeated. 

The authors have used this procedure approxi- 
mately 200 times in the cases of 100 patients without 
ditiiculty except in the presence of arteriosclerosis 
and in cases in which the iodine solution was not 
sufficiently pure. They were able to localize the tu- 
mors of the brain by rendering visible the accessory 
circulation of the tumors or the dislocation of the 
arteries. They report 6 cases in which the tumor was 
correctly localized by arterial encephalography. 

They were able to locate and accurately diagnose 
18 tumors of the brain from the dislocation of the 
sylvian group of vessels. In 14 of these cases the 
diagnosis was confirmed at operation. In 4, opera- 
tion was not performed. Information was obtained 
also from the visualization of one or both anterior 
cerebral arteries. After prolonged observation the 
authors came to the conclusion that visibility of the 
2 anterior cerebral arteries is due to considerable 
dilatation of the ventricle or the presence of a tumor 
compressing the anterior communicating artery 
apart from the 2 anterior cerebral arteries and ren- 
dering it diflicult for the blood to pass from one to 
the other because of the stretching and decreased 
size of the communicating artery. Tumors of the 
central region of the brain—for instance, of the third 
ventricle, the pineal region, and the quadrigeminal 
bodies—belong in this class. 

Ropert ZOLLINGER, M.D. 


Gershon-Cohen, J.: Roentgenography in Brain 
Tumors: Its Value and Limitations Without 
Ventriculography or Encephalography. Am. J. 
Roentgenol., 1931, XXVi, 414. 

This article is based on a series of 221 cases of 
brain tumor in which the final diagnosis was made 
by microscopic examination of sections of the tumor 
removed at operation or autopsy. In 97 cases the 
tumor was in the cerebrum; in 65, in or around the 


pituitary fossa; and in 59, in the cerebellum. The 
different groups are tabulated according to the 
pathological, roentgen, and clinical diagnoses. 

Of the cases of pituitary tumor, a correct diag- 
nosis and localization were made from the clinica] 
examination alone in 84.6 per cent. In this group, 
roentgenographic examination increased the fre- 
quency of correct pre-operative diagnosis by 13.9 
per cent besides yielding confirmatory evidence in 
75.3 per cent of the remaining cases. It showed al- 
teration in the shape and size of the sella turcica in 
go.8 per cent, atrophy of the dorsum sell and pos- 
terior clinoid processes in 80.5 per cent, atrophy of 
the anterior clinoid processes in 7.7 per cent, and 
erosion of one side of the sella in 6.2 per cent. The 
signs of increased intracranial pressure associated 
with pituitary tumors are so seldom noted that they 
are of little aid in the diagnosis. 

In the 97 cases of cerebral tumor the addition of 
roentgen examination to the clinical methods re- 
sulted in an accurate diagnosis in 79.4 per cent, 
which was 32.0 per cent higher than the frequency 
of accurate diagnosis by clinical methods alone, and 
increased the frequency of accurate localization by 
53 per cent over the frequency of accurate localiza- 
tion by clinical methods alone. It revealed tumor 
calcification in 11.3 per cent, local bone atrophy in 
12.4 per cent, and local bone hyperostosis in 6.2 per 
cent. The diagnostic signs due to increased intra- 
cranial pressure were atrophy of the dorsum sell in 
29.9 per cent, a dish-shaped sella in 8.2 per cent, con- 
volutional atrophy in 11.3 per cent, diastasis of the 
sutures in 4.1 per cent, prominence of the diploic 
channels in 16.5 per cent, and wide arterial grooves 
in 5.3 per cent. 

In the cerebellar group of tumors roentgen exami- 
nation added comparatively little to the information 
obtained clinically and the cases diagnosed positively 
on the basis of the X-ray findings were considerably 
fewer than the number diagnosed positively from 
the clinical examination. In all but 2 cases, the 
roentgen diagnosis was based on bone changes due to 
increased intracranial pressure. The roentgenogram 
showed convolutional atrophy in 30.5 per cent, atro- 
phy of the dorsum sellw in 22.0 per cent, a dish- 
shaped sella in 3.4 per cent, diastasis of the sutures 
in 10.5 per cent; widened diploic channels in 5.0 per 
cent, dilated arterial channels in 1.7 per cent, and 
prominent emissary veins in 3.4 per cent. 

The roentgen technique used in the examinations 
is described in detail. Apotpu Harrune, M.D. 


Brouwer, B.: Diseases of the Chiasma (Ueber Chias- 
maerkrankungen). Nederl. Tijdschr. v. Geneesk., 
1931, i, 2083. 

Brouwer reviews the ophthalmological phenomena 
which may occur in various chiasma diseases. 
Special attention is paid to disturbances of the visual 
field. 

Aside from traumatic lesions of the chiasma, 
which are rare, the chiasma syndrome may be 
caused by tumors, vascular anomalies, and inflam- 
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matory processes. The characteristic chiasma dis- 
turbances are seen in cases of intrasellar hypo- 
physeal tumors. Adenoma of the anterior lobe, 
especially, gives rise very early to bitemporal 
hemianopsia. According to Traquier, the upper 
temporal quadrant of the visual field is the first to 
disappear; next, the lower temporal quadrant; and 
then the inferior nasal quadrant. Finally only the 
upper nasal quadrant persists. This sequence often 
occurs, but no doubt there are exceptions. <A 
bitemporal achromatopsia frequently precedes the 
bitemporal hemianopsia. Moreover, most adeno- 
mata develop in front of the chiasma. Therefore the 
ocular nerves may be compressed so that a monocu- 
lar temporal hemianopsia develops, which later 
becomes bitemporal. Blindness in one eye may pre- 
cede disturbance of the field of vision in the other 
eye. It is not unusual to find scotomata, especially 
central scotomata. These may occur also in quad- 
rant form. Under such conditions atrophy of the 
optic nerve gradually sets in. This is often mani- 
fested most distinctly on the temporal side and 
begins with a decrease in vision. Choked disk is 
extremely rare in purely intrasellar diseases. On 
the other hand, it occurs frequently with tumors 
of the craniopharyngeal pouch. These tumors can 
expand within as well as above the sella and thus 
give rise to greater variation in visual field defects: 
binasal hemianopsia, homonymous hemianopsia, 
and bitemporal hemianopsia. With cyst formation, 
visual acuity and defects of the visual field may 
present great variations. 

In gliomata of the chiasma, also, there is a ten- 
dency toward defects in the temporal halves of the 
visual field. These frequently show bizarre forms as 
the gliomata often extend in an irregular manner 
anteriorly into the ocular nerves. In such cases the 
papilla is usually atrophied, but occasionally it is 
prominent. 

In cases of suprasellar meningioma the function of 
one eye generally suffers first and there is blindness 
in one eye with hemianopsia in the other. Choked 
disk never occurs in this condition, but atrophy of 
the optic nerve is found. 

Chiasma syndromes may be caused also by 
tumors of the frontal lobe or by secondary dilatation 
of the third ventricle. The greatly dilated third 
ventricle can close in on the chiasma and thereby 
exert pressure on the lateral parts and cause a 
binasal hemianopsia. Another explanation is that 
the nerves of the eye are pressed against the arteries 
of the circulus arteriosus willisii. 

Chiasma disturbances from thromboses and 
hemorrhages in the circulatory area of the chiasma 
have been described by Hensche and Zeeman. Of 
greater importance are aneurisms of surrounding 
vessels. The majority of cases of binasal hemianopsia 
are caused by pressure from aneurisms. The diag- 
nosis is often difficult. 

In retrobulbar neuritis of the chiasma, bitemporal 
hemianopsia with various other combinations of 
visual field defects is often found in addition to 
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other phenomena such as choked disk and optic 
neuritis. Abscess formation in the chiasma is rare; it 
has been described by Bakker. In Bakker’s case 
only the left uncrossed fibers were spared. 

Of the chronic inflammatory processes, the most 
important are the syphilitic and the tuberculous. 
Oppenheim regards hemianopsia bitemporalis fuga 
as characteristic of basal syphilis. Not only bi- 
temporal hemianopsia, but also nasal or binasal 
hemianopsia, hemianopsia superior, and other de- 
fects in the visual field may be encountered in 
basilar gummatous meningitis. Choked disk is a 
fairly frequent finding. 

Finally, the author discusses circumscribed 
arachnoiditis, which may be localized in the cysterna 
chiasmatis, and reminds us that chiasma syndromes 
have been observed occasionally with tabes dorsalis, 
multiple sclerosis, and leprosy. Roetors (0). 


SPINAL CORD AND ITS COVERINGS 


Towne, E. B., and Reichert, F. L.: Compression of 
the Lumbosacral Roots of the Spinal Cord by 
Thickened Ligamenta Flava. 10. Surg., 1931, 
XCiv, 327. 

The authors report two cases of compression of the 
lumbosacral roots of the spinal cord by thickened 
ligamenta flava. In the first case, that of a laborer 
fifty-three years of age, there was a history of pain in 
the right lumbar and sacral regions which began six 
weeks previous to the time of examination, soon 
extended down the back of the right thigh and leg, 
was made worse by motion and relieved by rest, and 
gradually increased in intensity. Soon after the on- 
set of the pain the patient noticed progressive weak- 
ness and numbness of the right leg. For a week be- 
fore his admission to the hospital the pain was quite 
severe and the weakness so marked that walking 
required the use of a cane. At the time of his admis- 
sion all of the muscles of the right thigh and leg 
showed occasional fibrillary twitching, muscle tone 
was decreased, and there was evidence of consider- 
able atrophy. Within two weeks practically all mo- 
tion of the right leg was lost. Sensation became 
diminished and in places almost totally lost over the 
distribution of the third lumbar to the second sacral 
segments, inclusive, on the right side. The motor 
and sensory changes did not involve the left side. 

Roentgenograms of the lumbosacral spine showed 
hypertrophic osteo-arthritis and six lumbar verte- 
bra. Wassermann tests of the spinal fluid and blood 
were negative. The spinal fluid was xanthochromic. 
Lipiodol introduced into the subarachnoid space at 
the cisterna magna was held up above the lower mar- 
gin of the body of the second lumbar vertebra. It 
did not pass this point in twenty-four hours. A con- 
vexity in the lower margin of the lipiodol seen in the 
posterior projection led to a diagnosis of possible 
extradural tumor. 

Operation disclosed a block due to a band of tissue 
about 8 mm. thick which crossed the dura between 
the lamin of the second and third lumbar vertebre 
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in the normal situation of the ligamenta flava. When 
this band was divided down to the dura, spinal fluid 
flowed past. The band was not attached to the 
dura. The dura was opened to rule out a possible 
intradural lesion. 

Sixteen months after the operation, examination 
showed no motor or sensory loss and the reflexes 
were normal. 

On microscopic examination, the tissue removed 
was found to consist of dense fibrous tissue with 
comparatively few cells. 

The second case was that of a woman thirty-two 
years of age who complained of pain in the back and 
legs and inability to walk. She had always had a 
“weak back”? and occasionally had suffered from 
backache. Seven years previous to the time of her 
examination by the authors she had an attack of 
severe pain in the lower lumbar spine associated 
with weakness of the legs which confined her to bed 
fora month. During the next six years three similar 
attacks had incapacitated her for from four to eight 
weeks at a time. Between the attacks her legs were 
practically normal, but she had always suffered from 
backache when fatigued. Ten months previous to 
the time of her examination by the authors a fifth 
attack began with pain in the lumbar spine followed 
by pain down the right thigh and leg. Thereafter 
practically all motion of the lower extremities was 
lost. Difficulty in voiding had progressed to com- 
plete retention. 

At the time the patient entered the hospital fibril- 
lary twitchings and muscular atrophy were noted in 
the muscles of the lower extremities. All muscle 
groups were flaccid and weak, and only very slight 


voluntary motion was possible in any of the joints, 
A partial saddle anesthesia had developed. 

Roentgenograms of the lumbosacral spine were 
normal. Roentgen examination after the introduc- 
tion of lipiodol into the subarachnoid space at the 
cisterna magna showed that the lipiodol stopped at 
the level of the fourth lumbar vertebra and did not 
pass this point in three days. The lower margin of 
the lipiodol formed a sharp point at the level of the 
lower third of the fourth lumbar vertebra. 

At laminectomy, the dura was found to be sur- 
rounded and compressed by a thick longitudinal liga- 
mentous structure. When the posterior portion of 
the ligament was removed, it was seen that the un- 
derlying dura, considerably thinned, was further 
constricted in the spaces between the lamine by 
localized thickenings in the ligamentous structure. 
In the fourth and fifth interspaces a ring of bone was 
incorporated in the thickened ligament. The cere- 
brospinal fluid was blocked by a fibrous band be- 
neath the ring of ligament and bone at the fourth 
interspace. After the removal of all constricting tis- 
sue the dural sac resumed its normal size and pulsa- 
tions appeared below the fourth interspace. 

Eight months after the operation the lower ex- 
tremity had recovered and the right side showed 
improvement. The microscopic picture was the 
same as in the first case. 

In conclusion the authors state that the patho- 
logical process described is a simple hypertrophy of 
the ligamenta flava of unknown cause. Extradural 
compression may be suspected from the position and 
shape of the lipiodol shadows. 

RoBERT ZOLLINGER, M.D. 
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TRACHEA, LUNGS, AND PLEURA 


Danielopolu, D.: The Pathogenesis of Asthma and 
the Intimate Mechanism of Production of the 
Attack. The Role of the Sympathetic Nervous 
System (Sur la pathogénie de l’asthme et sur le 
mécanisme intime de production de l’accés. Réle du 
systéme nerveux de la vie végétative). Arch. méd.- 
chir. de Vappar. réspir., 1931, Vi, I. 

In the study of certain paroxysmal syndromes 
three salient features appear common to all and form 
the basis for the onset of the attacks. The first is a 
predisposition. In asthma, this is a local bronchial 
factor. The predisposition is permanent, but the 
paroxysm is intermittent. The second feature is the 
exciting factor. The character of the latter is very 
diverse, but as the paroxysm is always the same it 
may be assumed that the mechanism of production 
isalso always the same. The third feature is the pro- 
longation of the attack long after the excitant has 
ceased to act. On these premises the author develops 
his theory of a vicious bronchoconstricting circle. 

Danielopolu first reviews the physiology of the 
sympathetic nervous system. 

The sympathetic nervous system, while autono- 
matously controlling the functions of the organs, is 
coérdinated by centers in the cerebrospinal axis and 
also by the body fluids which act on the sympathetic 
and parasympathetic nerve endings. 

The sympathetic and parasympathetic nervous 
systems are everywhere antagonistic. The terms 
“sympathetic” and ‘‘parasympathetic” are not 
employed in the sense in which they are used in text- 
books of anatomy, but refer to function. The vagus 
carries sympathetic fibers and the anatomical sym- 
pathetic system carries parasympathetic fibers. In 
the bronchi, the parasympathetic nerves cause con- 
striction and the sympathetic nerves cause dila- 
tation. 

As asthma is essentially a local phenomenon, its 
development must require more than a simple 
“vagotonia.”’ A predisposing lesion must be present 
in the bronchi. Every clinician is aware of the fact 
that persons with asthma are very often carriers of 
old tuberculous lesions. Such lesions constitute the 
“local irritating spine” long emphasized by Sergent, 
Bezancon, and De Jong. It is the fibrous form of 
tubercle that is most frequently responsible. Pa- 
tients may recover from an ulcerocaseous tubercu- 
losis only to become asthmatic, but with re-activa- 
tion of the tuberculous process the asthmatic parox- 
ysms cease. The possibility that tuberculosis may 
be of importance in the pathogenesis of asthma be- 
comes greater with the accumulation of evidence in- 
dicating the existence of a filterable form of the tu- 
bercle bacillus which is characteristically associated 
with fibroid lesions. 
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Pathologically, the hyperexcitability of the bron- 
chi to the influences that ordinarily control their 
musculature is easily explained by the inflammation 
of the ganglia and the branches of the pulmonary 
plexus. 

It seems probable that inflammatory changes in 
the bronchi are capable alone of predisposing to 
asthma (frequency after war-gas and chest wounds), 
but another factor is more important, namely, local 
sensitization to the products of tissue destruction, 
notably evident in tuberculous lesions. Once sensi- 
tized, the tissues will respond, not only to tuberculin, 
but also in some degree to a variety of foreign pro- 
teins. This phenomenon was demonstrated experi- 
mentally by the author in r910. On such a basis, the 
anaphylactic asthma provoked by certain alimen- 
tary proteins is easily explained when it occurs in 
persons cured of tuberculosis. On the other hand, 
local sensitization alone explains the paroxysms in 
asthma due to pollens, ipecac, and the emanations 
of animals. It should be noted that general anaphy- 
lactic phenomena, although present, are in the back- 
ground. In this respect asthma differs very greatly 
from experimental anaphylaxis with which it is often 
compared. 

The local predisposing factor is indispensable, but 
others may be operative—vagotonia, for example. 
However, not all persons with vagotonia areasth- 
matic and not all persons with asthma are vagotonic. 
Many persons suffering from asthma show sympa- 
thetic dominance. The author believes that the réle 
of vagotonia has been greatly exaggerated. He re- 
gards most cases so described as amphotonic with 
the pressor elements predominating. Of this type is 
Basedow’s disease, which may act as one of the gen- 
eral predisposing causes of asthma, always accessory 
to, but re-enforcing, the local cause. The humoral 
alterations accompanying menstruation, pregnancy, 
appendicitis, cholecystitis, and adnexal disease may 
act in the same way. 

Probably the most important factor determining 
a paroxysm is anaphylactic shock. There are also 
numerous other excitants. Mental shock may pro- 
voke an attack. The author therefore looks for the 
ultimate exciting factor in the tissues themselves. 
Evidence that such a substance may exist is offered 
by the experiment of Loewi. After perfusing a heart 
with Ringer’s solution and stimulating the vagus, 
Loewi found that when the same solution was used 
to perfuse another heart an identical cardiac inhibi- 
tion occurred without stimulation of the nerve. 
Therefore stimulation of a nerve produces in the tis- 
sues a substance having the same effect as nerve 
stimulation. It follows that, not only the predis- 
posing factor, but also the factor setting the parox- 
ysm in motion is always the same. This endogenous 
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origin of the excitant is developed from the classical 
experiments of Bordet, Widal, and others with regard 
to anaphylaxis. 

The elements mentioned are not sufiicient, how- 
ever, to explain all of the features of an asthmatic 
attack. For example, they do not explain why bron- 
chial constriction is not limited to the area of 
chronically inflamed lung, or why the asthmatic 
attack can persist for weeks when vagal stimulation 
soon loses its bronchoconstricting effect. The author 
suggests the occurrence of a reflex vicious circle 
analogous to that of angina pectoris. 

The factor which provokes a bronchospasm ex- 
cites in turn the centripetal fibers of the bronchi 
which are already rendered hyperexcitable by 
chronic inflammation. These centripetal impulses 
raise the tone of the central bronchoconstrictor cen- 
ters. The latter in turn further augment the bron- 
choconstriction. This process is accompanied by 
secretory phenomena dependent on the predomi- 
nance of the parasympathetic fibers. 

To explain the cessation of the attack, we are re- 
duced by lack of data to draw an analogy to angina 
pectoris. The paroxysm produces certain humoral 
modifications which change the amphotonic reflex 
from predominately parasympathetic to sympa- 
thetic. Thus it is possible that the acidosis which 
develops in the course of an attack may stimulate 
the sympathetic and terminate the bronchospasm. 

ALBERT F. DeGroat, M.D. 


HEART AND PERICARDIUM 


Beck, C. S.: The Surgical Treatment of Pericardial 
Sear. J. Am. M. Ass., 1931, xcvii, 824. 

Treatment of adhesive pericarditis by incision of 
the adhesions or decortication of the heart was sug- 
gested by Weill and by Delorme at the close of the 
last century. Brauer in 1902 described an operation 
in which he removed the bony precordium so that 
the heart would tug on soft yielding structures. 

In experiments on dogs, Beck found that extra- 
pericardial adhesions produced by suturing the peri- 
cardium to the lateral wall of the chest and intra- 
pericardial adhesions produced by various methods 
such as traumatizing the surface of the pericardium 
with tincture of iodine, alcohol, or ether, incisions 
in the myocardium, the introduction of radium- 
emanation seeds into the pericardial cavity, or the 
production of a purulent pericarditis failed to cause 
a circulatory change. He then introduced Dakin’s 
solution into the pericardial cavity. This resulted 
in a delayed reaction consisting of the formation of 
cardiopericardial adhesions and of laminated scar 
tissue over the heart. In the course of several weeks 
the Pick syndrome developed. This was first mani- 
fested by an elevation of the venous pressure. As a 
rule the venous pressure increased gradually. When 
it reached the level of from 8 to 10 cm. of a physio- 
logical solution of sodium chloride, ascites devel- 
oped. With the first manifestation of a rise in the 
venous pressure the minute volume output of the 
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heart began to decrease. When it had decreased to 
about one-third of the normal level, generalized 
cedema was present. The Pick syndrome did not 
develop in every experiment. When it was noted 
the condition terminated fatally unless it was re- 
lieved by operation. The electrocardiogram showed 
slurring and notching of the Q-R-S complex and a 
decrease in voltage. As a rule the electrical axis of 
the heart showed a shift with a change of position, 
but in a few instances in which the pericardium was 
adherent to the adjacent lung and thoracic wall, it 
showed fixation. 

The necessary factor in every experiment for the 
production of the Pick syndrome was compression 
of scar tissue on the heart causing interference with 
coronary flow and obstruction to the filling of the 
heart. 

After the condition had been produced experi- 
mentally the author attempted to relieve it by op- 
eration. The pericardial scar tissue was excised first 
from the left ventricle because the right ventricle 
may dilate acutely if the left ventricle is not ready 
to receive the increased load of blood. The author 
concludes that the epicardial scar should be excised 
as completely as possible, especially over the right 
auricle where the ven cava enter the pericardium. 
The technique as to the depth of the incision in the 
scar and as to whether or not sharp or blunt instru- 
ments should be used must be learned in the labora- 
tory. Bleeding from the myocardium was controlled 
by suturing a muscle graft over the bleeding point. 

In the beginning of the experimental work a large 
percentage of the operations resulted in failure, 
principally because of faulty technique. With one 
exception, the dogs that survived the operation re- 
mained in excellent health. They have now lived 
about eighteen months since the operations and have 
remained cured. 

Immediately after the operation the heart en- 
larged to its normal size and shape and the electro- 
cardiogram, the venous pressure, and the minute 
volume output of the heart returned to normal. In 
the case of the dog that was not cured an epicardial 
scar formed after two resections. Relief followed 
each operation, but a third resection was not done. 

The author reports a clinical case treated by the 
method described. At the time this article was 
written, one and one-half vears after the operation, 
the patient remained cured. 

The principal hazard of the operation is pneumo- 
cardiac tamponade. The term “pneumocardiac tam- 
ponade”’ is used by Cox and the author to designate 
the effect of atmospheric pressure on the heart and 
the great vessels at the base of the heart. When this 
pressure in normal dogs is changed from the usual 
negative pressure of the chest to the pressure of the 
atmosphere, the following changes take place: (1) a 
slight transient fall in the arterial blood pressure of 
from 20 to 30 mm. Hg, (2) a sustained rise in the 
venous pressure measuring about 6 cm. of water, and 
(3) a fall in the cardiac output per minute varying 
from 15 to 4o per cent. An operation on the heart or 
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pericardium should not be attempted unless the pa- 
tient has a certain circulatory reserve. The author 
believes that the negative chamber should be used in 
all operations on the heart and pericardium. 

C. G. SHEaron, M.D. 


C2SOPHAGUS AND MEDIASTINUM 


Talini, P. C.: The Technique of the Roentgen Ex- 
amination of the (sophagus (Particolarita di 
tecnica di rilievi radiologici nel carcinoma esofageo). 
Radiol. med., 1931, xviii, 1183. 

Talini describes the methods used by him in the 
roentgen study of about 100 cases of cancer of the 
esophagus. He prefers the method of total filling 
which he thinks has many advantages over the 
methods commonly employed. It eliminates false 
images due to incomplete filling, it shows the extent 
of the involvement definitely, and it allows the prog- 
ress of the disease to be followed by means of roent- 
genograms. ‘Total filling is obtained partly by a 
slowing up of the ingested meal and partly by a reflux 
from the cardia. The patient is examined on a fluo- 
roscopic table with the pelvis slightly elevated. 

The roentgenographic demonstration of the mu- 
cosa with a thin barium paste is of especial aid when 
one desires to verify the integrity of the inner wall of 
the esophagus in cases of submucous infiltration. In 
cases in which other methods of examination cannot 
be employed the use of a mixture of barium in water 
and oxygenated water is of value. This method 
defines exactly the segment of the oesophagus infil- 
trated by cancer as the substenotic portion of the 
wsophagus is slightly distended by the gas and 
brought into relief by the opaque barium on the 
walls. 

The author describes the functional picture pro- 
duced by cancer of the csophagus (pharyngo- 
esophageal paresis) and the organic changes found 
in the examination of a large number of cases. 

In conclusion he reports 2 unusual complications 
of cesophageal cancer: (1) a perforation into the 
mediastinum and the upper lobe of the right lung 
with the co-existence of 2 independent tumors; and 
(2) a neoplastic diverticulum in the right lobe of the 
thyroid in a case of cancer of the upper portion of 
the esophagus. EuGEne T. Leppy, M.D. 


Mosher, H. P.: Haemorrhage into the @sophagus 
at Birth and in the Adult. Laryngoscope, 1931, 
xli, 591. 

Mosher studied the cesophagus of twenty still- 
born infants, two infants born alive, and forty-three 
adults. His findings and conclusions are summarized 
as follows: 

1. The oesophagus may be infected before birth. 

2. Pericesophageal hemorrhage was found in pre- 
mature babies born dead. 

3. In babies dying from hemorrhagic disease of 
the newborn, pericesophageal hemorrhage and sub- 
epithelial haemorrhage in the cesophagus and the 
stomach were found. 
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4. Extensive intramuscular and pericesophageal 
hemorrhage was found in a baby which lived thirty- 
six hours and died of intracranial hemorrhage; in a 
baby whose mother had toxemia of pregnancy; and 
in a baby which was born with congenital syphilis 
and died of sepsis from ulcerative tonsillitis and 
pharyngitis. 

5. The hemorrhages were found to come from 
the smallest of the capillaries. 

6. The hemorrhage in babies dead at birth is 
probably due to prebirth toxemia. 

7. Hemorrhagic disease of the newborn is prob- 
ably due to prebirth toxemia. 

8. Infection of the gall bladder is often associated 
with infection of the terminal portion of the cesoph- 
agus. By causing adhesions, it may produce cardio- 
spasm. Very extensive intramuscular and _ peri- 
cesophageal hemorrhage has been foundassociated 
with acute cholecystitis and jaundice. 

g. Narrowing of the crural opening and constric- 
tion of the oesophagus have been found associated 
with fibrosis of the fascial edge of the crura. 

10. Pericesophageal and intra-cesophageal hemor- 
rhage were found in two adults. In one, they were 
associated with acute infection (cholecystitis) and 
in the other with chronic infection (multiple lung 
abscess). ALTON OcHsNER, M.D. 


Smead, L. F.: Spontaneous Rupture of the 
(sophagus. Am. J. Surg., 1931, xiii, 497. 

A man who had had a duodenal ulcer for ten years 
and a stricture of the lower esophagus was suddenly 
taken with a severe attack of vomiting and expe- 
rienced a very sharp pain in the epigastrium and left 
lower thorax. After this attack the pain in the chest 
persisted, breathing became labored, and he was un- 
able to take fluids by mouth or to clear mucus from 
his throat. The breath sounds were decreased 
throughout the left chest and fluid dullness was 
noted in the left chest posteriorly. 

At autopsy, the stomach was found greatly di- 
lated, the pylorus stenosed, and a loop of ileum 
twisted and gangrenous. The left lung was col- 
lapsed and the pleural cavity filled with a thin brown 
fluid with a fecal odor. Five centimeters above the 
diaphragm there was a stricture of the oesophagus 
with an internal diameter of 4 mm. and between the 
stricture and the diaphragm a complete rupture of 
the cesophagus 2 cm. long which connected the lumen 
of the oesophagus with the mediastinum and the left 
pleural cavity. 

This case and cases reported in the literature show 
that rupture of the cesophagus may follow severe 
vomiting. The author states that it may result from 
the prolonged vomiting of pregnancy, but more often 
is associated with an cesophageal abnormality. It 
can occur only when the stomach is full. 

Thoracic pain, dyspnoea, cyanosis, emphysema of 
the neck, and physical-signs in the chest following 
vomiting should suggest the condition. If the rup- 
ture takes place into the pleura, thoracotomy is 
imperative. GerorceE A. Cottert, M.D. 
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Murray, D. W. G.: A Method of Palliative Treat- 
ment of Carcinoma of the sophagus. Cuana- 
dian M. Ass. J., 1931, XXV, 271. 

Murray advocates dilatation of the malignant 
stricture and the introduction of a tube which will 
prevent closure by spasm or by the carcinoma and 
will allow the passage of minced food. 

*« Under ether anesthesia he introduces a bougie 

guide through the obstruction and then passes a 

series of dilators through the cesophagoscope over 

the guide. The tube is of coil spring wire of silver 
and nickel alloy. It bends easily and does not cause 
ulceration. 

This treatment is suitable for practically all 
growths at about the level of the bifurcation of the 
trachea (about 60 per cent of cesophageal carcino- 
mata). The author reports ten cases in which it 
resulted in considerable comfort. No complications 
developed. NatHan N. Crown, M.D. 


Sauerbruch: Surgery of the Mediastinum (Chir- 
urgie des Mediastinums). Zentralbl. f. Chir., 1931, 
p. 1010. 


The mediastinal space is formed by the two leaves 
of the mediastinal pleura which ascend from the 
vertebral column below, encompass the structures 
lying between them, and approach each other more 
or less closely toward the median line in front. In 
the superior portion they may bein actual apposition, 
but in the lower portions there is always a wide space 
between them. Behind, between the heart and the 
spine, the two mediastinal leaves are doubled upon 
themselves, forming a ligament of importance to the 
heart. The author reports a case of contusion of the 
chest in which the mediastinal reduplication was torn 
and the heart was rotated and displaced upward and 
to the left. The vessels at its base were thereby 
injured and death resulted. 

There are two important weak portions in the 
mediastinal space, one behind and below, the other 
in front and above, anterior to the vessels. Because 
of their flexibility they equalize unilateral increases 
in pressure. This explains the overdistention seen 
in spontaneous and artificial pneumothorax. The 
author reports a case of left-sided compression pneu- 
mothorax with enormous tension and displacement 
of the mediastinum toward the right. In addition 
to overdistention of the upper portion, simultaneous 
displacement of the entire mediastinal space and its 
contents toward the right was recognizable. In an- 
other case of left-sided compression pneumothorax 
there was a marked displacement toward the right, 
the heart touched the chest wall, and the trachea 
showed marked bowing and considerable displace- 
ment from the vertebral column. This resulted in 
compression and interference with the other lung, 
kinking of the trachea, obstruction of the venous 
flow to the heart, dyspnoea, suffocation, and heart 
failure. With a sudden increase in the pressure in 
such a case the mediastinum may rupture. The 
author reports a case in which mediastinal rupture 
occurred during artificial pneumothorax. 


The mediastinal space contains many lymph ves- 
sels. Trunks from the neck, abdomen, heart, and 
cesophagus come together in this space. Almost all 
of the lymph from the lungs and pleural cavities 
flows through in the larger trunks. By this route 
infections from circumscribed suppurative lesions, 
such as empyema and lung abscess, not infrequently 
ascend from the mediastinum through the cervical 
trunks to the submeningeal and: perimeningeal lym- 
phatic networks of the skull. Meningitis and brain 
abscess sometimes arise in this way. The mediasti- 
nal space contains also numerous blood vessels, large 
vascular trunks from the heart, and very many 
medium-sized vessels which account for the notable 
tendency toward inflammation in the mediastinum. 
It is very rich also in nerves (large vagosympathetic 
nerve plexus). During operations, serious reflexes 
may arise from most varied sources. 

In a number of diseases acute inflammations of 
the mediastinal space occur by metastasis or by lym- 
phatic extension from nearby or distant inflamma- 
tory foci. In these ways severe mediastinal phleg- 
mons and abscesses arise during infectious diseases, 
particularly typhoid. Abscesses in the abdominal 
cavity, such as appendiceal and liver abscesses, ex- 
tend to the mediastinum by the lymphatic pathway. 
Serious, acute mediastinitis may occur even from a 
felon. A rapidly progressing lymphangitis breaks 
through the barrier of glands and reaches the sub- 
pectoral lymph nodes in the loose cellular tissue of 
the mediastinum. Early opening of the subpectoral 
abscess or exposure of the inflamed lymph glands is 
necessary. Inflammations of the posterior mediasti- 
nal space following injury or disease of the cesopha- 
gus are even more serious. Acute perforations run 
an unfavorable course. The author reports a case of 
rupture of the oesophagus from a chest-wall contu- 
sion which ended in recovery. The prognosis in acute 
mediastinitis is poor. The condition is associated 
with a high temperature, chills, early somnolence, 
and severe involvement of the heart. Toxic mate- 
rials are absorbed by the numerous lymph and blood 
vessels quickly and in large quantities. Early surgi- 
cal drainage is necessary. The sternum may be 
partly removed or may be split vertically and longi- 
tudinally, but in general these procedures are too 
severe for patients who are seriously ill because they 
interfere with respiration. Numerous trephinations 
between the third and sixth intercostal spaces are 
preferable. The posterior mediastinal cavity is best 
opened by the Enderlen paravertebral method. 

Chronic inflammation of the mediastinum not in- 
frequently occurs after stab or gunshot wounds, and 
intrapleural hematomata may produce fibrous scars 
in the mediastinal space by their organization. Me- 
diastinal inflammation often occurs also after em- 
pyema, chronic pneumonia, and tuberculosis of the 
lymph glands and lungs. 

Local diagnosis of the so-called mediastinal tumor 
is facilitated by X-ray examination. However, the 
pathologico-anatomical differentiation and clinical 
evaluation of the neoplasm are difficult. It is often 
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impossible to determine the origin or nature of the 
tumor or its relation to neighboring organs. The 
mere diagnosis of the presence of a mediastinal tu- 
mor is inadequate. For the selection of the method 
and route of intervention more must be known. 
Therefore a preliminary exploratory thoracotomy is 
frequently necessary. The benignancy or malignancy 
of a tumor cannot always be determined from its 
pathological structure. Also for the irradiation of 
inflammatory and malignant neoplasms, a knowledge 
of the structure of the tumors is necessary. There- 
fore exploratory thoracotomy and biopsy are re- 
quired. In cases of malignant tumor of the medias- 
tinum which cannot be removed by radical operation 
median division of the sternum gives considerable 
relief and prolongs life by enlarging the thoracic 
cavity. The compression of the vessels and the air 
passages is overcome and dyspnoea and cyanosis are 
relieved. Even very sick patients withstand the 
operation. The operation is of value also to relieve 
pressure symptoms from marked dilatation of the 
aorta. In cases of benign tumors which may en- 
danger life by pressure and space encroachment, 
even small tumors near the heart, the outcome of 
operative treatment is more favorable. 

The author reports the cases of two patients who 
died suddenly, one while climbing stairs and one 
while lifting. In one, a benign fibrolipoma over the 
first auricle, and in the other, a mediastinal cyst 
compressing the heart was found. In both cases 
death was due to pressure upon the nerve and 
muscular centers of the heart. 

Benign tumors in the anterior portion of the me- 
diastinum occasionally produce severe neuralgias by 
pressure upon the plexus. Common tumors of this 
type are retrosternal and mediastinal goiters. The 
former lie with the lower pole of the thyroid in the 
mediastinal space and cause compression of the 
trachea and obstruction to the return venous flow. 
Mediastinal goiters have no connection with the 
normal or enlarged thyroid. They either originate 
independently in the mediastinal space or become 
detached later. Retrosternal goiters are removed 
from above. Sometimes division of the sternum is 
necessary. In mediastinal goiter a wide exposure of 
the mediastinal space is obtained by longitudinal 
splitting of the sternum. The removal of fibromata 
and lipomata is possible. 

Ganglioneuroma takes its origin from the sympa- 
thetic, lies in the posterior mediastinal space, and 
may become very large. The author has operated 
successfully in five cases. 

Operative removal of dermoid cysts of the medi- 
astinum is now done in one stage. Formerly, it was 
performed by opening the sac and tamponing. In- 
flammation of the mediastinum frequently ensued. 
The procedure was particularly dangerous when the 
pleural cavities were free. Total extirpation is not 
without danger because of the relations and adhe- 
sions of the sac to the heart and large veins. Wide 
exposure, careful hemostasis, and primary airtight 
closure of the chest cavity are necessary. 
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Mediastinal cysts are characteristically rounded 
structures which appear sharply circumscribed in the 
roentgenogram and are usually located in the ante- 
rior mediastinum. They often force themselves be- 
tween the heart and the hilum of the lung, pushing 
the heart toward one side or the other. ‘Their size 
varies from that of a plum to that of a child’s head. 
Their walls are lined by cuboidal or cylindrical epi- 
thelium. They contain clear fluid which is rich in 
albumin. They often show numerous cavities sepa- 
rated by connective tissue septa. Their origin is 
obscure. Some of them arise from early strangula- 
tions of the bronchial tree during the fetal period. 
They represent the grossest form of an obstruction 
formation which sometimes leads to bronchiectases. 
The cysts which appear as anomalous pouchings 
from the oesophagus or left trachea have a different 
genesis. They are less common and never so large. 
Mediastinal cysts resemble large echinococcus cysts 
and dermoid cysts in their practical importance; that 
is, they produce suffocation, dyspnoea, and cyanosis. 
When mediastinal cysts reach the pleural cavity and 
compress the lung, they are usually not recognized 
and are mistaken for empyema. Following sore 
throat or grippe, there may be secondary infection 
of the cyst sac with high fever, absolute dullness, 
compression of the lungs, and pus as in empyema. 
After rib resection, the residual cavity does not dis- 
appear. The author reports the cases of four patients 
with such residual empyema cavities in which rib 
resection and a plastic operation had failed, but after 
extirpation of the sac, healing occurred without 
fistulie. 

The author reviews the cases of a number of pa- 
tients with mediastinal conditions. The first patient 
had a spontaneous pneumothorax with overdisten- 
tion and displacement of the mediastinum and its 
organs. Puncture was done to relieve the pressure. 
The second had a substernal goiter, and the third a 
malignant substernal goiter which caused severe 
dyspnoea. In the case of the third patient the ster- 
num was divided and X-ray therapy was given. The 
fourth patient had a mediastinal goiter not con- 
nected to the thyroid. The tumor was removed after 
longitudinal mediastinotomy. The fifth had a me- 
diastinal cyst, which was removed through a collar 
incision with division of the sternum to the third rib. 
The sixth patient had a congenital cyst of the medi- 
astinum the size of a child’s head, and the seventh 
a mediastinal dermoid cyst, which was removed from 
the right lower mediastinum. The eighth had a der- 
moid cyst, which was removed from the left upper 
mediastinum. The tumor could not be completely 
freed. After wide opening of the left pleural cavity 
the sac was separated from the pericardium and the 
innominate vein with difficulty. The second rib had 
undergone erosion, which is very rare in cases of 
benign tumor. The ninth patient had a ganglio- 
neuroma, and the tenth a mediastinal fibroma, a 
fist-sized lipoma in the posterior mediastinum. The 
eleventh patient was suffering from lymphogranulo- 
matosis, and because of the danger of suffocation it 
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was necessary to split the sternum. Biopsy was then 
done, and general irradiation was given in small 
doses. The patient has now been symptom-free for 
two years. The twelfth and thirteenth patients were 
suffering from cancer. Not infrequently in recur- 
rence of breast cancer in the chest wall there is in- 
vasion of the tumor into the lateral or anterior 
mediastinal spaces. Massive chest-wall resections 
may be done successfully in recurrent cancer. In the 
cases reviewed the entire sternum and its costal at- 
tachments were removed. The patients have now 
been free from symptoms for two years. In both 
patients both pleural cavities were widely opened, 
and in one, in whom the tumor had extended into 


the lung, resection of the lung was also done. The 
large defect was covered by mobilization of the left 
breast. Definite, paradoxical respiration was demon- 
strable in both cases. The patients were able to 
resume their occupations. The fourteenth patient 
had a chondrosarcoma of the chest wall which had 
broken through into the mediastinum and invaded 
the left lung. Resection of the second to the fourth 
ribs and removal of a portion of the lung had been 
done two and one-half years previously and a local 
recurrence had developed one and a half years pre- 
viously. Resection of the second rib was repeated 
and irradiation was done. The patient now appears 
to be well. Hewpet (Z). 
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SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Pistocchi, G.: Incapsulating Peritonitis (Peritoniti 
incapsulanti). Arch. ital. di chir., 1931, Xxix, 557. 

Pistocchi reports two cases of an unusual form of 
encapsulating peritonitis. The first was that of a 
twenty-five-year-old woman who, about a year prior 
to her admission to the clinic, had an attack of ab- 
dominal pain associated with distention. This grad- 
ually subsided, but about a month before her admis- 
sion it recurred. Whereas in the first attack the pain 
had been felt throughout the abdomen, in the second 
it was localized in the left lower quadrant where the 
gradual appearance of a mass had been noted. The 
patient suffered also from nausea, vomiting, and 
constipation and finally developed the characteristic 
symptoms of acute intestinal obstruction. 

Physical examination of the abdomen revealed 
mild distention and a round, firm mass the size of a 
fist in the left lower quadrant. A diagnosis of inter- 
mittent intestinal obstruction from an inflammatory 
tumor was made. 

At operation, the mass was found to be composed 
of loops of small intestine surrounded by a thin 
membranous capsule. The capsule was so adherent 
to the enclosed bowel that the individual loops could 
be separated only with great difficulty and consider- 
able bleeding and detachment of the visceral peri- 
toneum resulted. The enclosed intestine, when sepa- 
rated from its capsule, measured 1 m. in length. Its 
mesentery was short and thick. 

After the operation a facal fistula developed and 
the abdominal cramps and vomiting recurred. The 
patient died at the end of four days. 

The second case was that of a girl seventeen years 
old who for three weeks prior to her admission to the 
clinic suffered from intermittent hypogastric pain 
associated with nausea and vomiting. The pain 
grew progressively more severe and the vomiting 
became faculent. 

Physical examination revealed mild abdominal 
distention and a smooth, firm ovoid mass in the 
hypogastrium. On rectal examination the uterus 
was found small. The adnexa were not palpable. A 
diagnosis of ovarian cyst was made. 

_ When the abdomen was opened a grayish-white 
firm mass resembling an ovarian cyst was discov- 
ered in the lower abdomen. Exploratory aspiration 
of the mass with a needle evacuated no fluid. On 
incision, the mass was found to contain a loop of 
the ileum. The capsule was resected. The dislodged 
loop of bowel measured 114 m. in length. 

The postoperative course was uneventful. During 
the following year the acute ileus recurred coinci- 
dentally with erysipelas of the thigh and the patient 
died from the acute infection. 


The author reviews the literature and discusses 
the various theories regarding the cause of the con- 
dition. The peritonitis has been attributed to tuber- 
culosis, pyogenic infection, the absorption of toxins 
from the enclosed intestinal loop, and false mem- 
branes similar to Jackson’s membrane. The symp- 
toms are those of intermittent partial obstruction of 
the intestine finally terminating in acute ileus. 

At the time of the acute ileus the operation of 
choice is enterolysis, but resection of the involved 
loop of intestine should be done then or at a second 
stage to prevent recurrence of the acute obstruc- 
tion. Peter A. Rost, M.D. 


GASTRO-INTESTINAL TRACT 


Larimore, J. W.: Anomalies in the Topography of 
the Alimentary Tract. Am. J. Roentgenol., 1931, 
XXVi, 223. 

The author discusses some of the anomalies of the 
colon and small bowel and the manner in which they 
are brought about. 

Abnormal rotation is explained by an unusual 
sequence in the reduction of the embryonic umbilical 
hernia. ‘The degree of descent of the caecum is de- 
termined by the degree of initial axial rotation of the 
gut. In perforate diaphragm, the segments of the 
alimentary tract in the left chest are partially de- 
termined by the state of fusion of the peritoneum. 

Cuartes H. Heacock, M.D. 


Stewart, M. J.: Precancerous Lesions of the Ali- 

mentary Tract. Lavcel, 1931, cCxxi, 565, 617, 660. 

Precancerous states of the alimentary tract are 
numerous and varied and not of equal importance. 

In the mouth the chief precancerous lesion is leu- 
koplakia of the tongue, which is present in at least 
two-thirds of the cases of cancer of that organ. It is 
interesting to note that whereas two-thirds of the 
cases of leukoplakia of the tongue are of syphilitic 
origin, leukoplakia of the vulva, also an important 
precursor of cancer, bears no relationship to syphilis 
but depends in part at least on the cessation of ova- 
rian function. 

In the stomach, chronic gastric ulcer is probably 
responsible for about one-sixth of the cancers, while 
simple adenomatous polypi account for 4 or 5 per 
cent. A relationship between chronic gastritis and 
cancer has not been clearly established as yet al- 
though there is a certain amount of evidence, both 
clinical and pathological, to suggest it. The ana- 
tomical distribution of carcinoma of the stomach in- 
dicates that mechanical friction is an important fac- 
tor in the causation of the disease. 

In the liver, multilobular (portal) cirrhosis is the 
usual precursor of primary cancer. Nine of ten liver- 
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cell carcinomata originate in cirrhosis, often with the 
formation of multiple adenomata as an intermediate 
phase. The less common bile-duct cancer is asso- 
ciated with cirrhosis in about half of the cases. In 
hemochromatosis with its accompanying cirrhosis 
the chances of the development of carcinoma in the 
liver are at least as high as in the ordinary multi- 
lobular type of cirrhosis. 

The association between cholelithiasis, cholecysti- 
tis, and cancer of the gall bladder and the large bile 
ducts is fully established. It is the multiple faceted 
type of stone which is responsible for carcinoma, not 
the solitary cholesterol stone. 

The chief precancerous lesion of the large intestine 
is the benign adenomatous polypus, and a subvari- 
ety, the rare condition known as “familial polypo- 
sis.’ There is no evidence that either diverticulosis 
or diverticulitis is etiologically related to cancer, but 
it is known that the carcinoid tumor of the appendix 
arises with greater frequency in the fibrosed and par- 
tially obliterated organ. 

In man there is but scanty evidence of a connec- 
tion between animal parasites and cancer of the ali- 
mentary tract. However, a number of cases of pri- 
mary carcinoma of the liver and bile passages occur- 
ring in association with infestation by flukes have 
been reported. Schistosomiasis, the chief cause of 
the high incidence of cancer of the bladder in Egypt, 
is etiologically unrelated to either carcinoma of the 
liver or carcinoma of the large intestine. 

SAMUEL Kaun, M.D. 


De Beule, F.: What May Be Expected from Surgery 
in Cancer of the Digestive Tract (Ce que l’on 
peut attendre de la chirurgie dans le cancer des 
voies digestives). Rev. belge d. sc. méd., 1931, iii, 232. 

This article is based on cases of cancer of the diges- 
tive tract which were treated by the author during 
the past twenty-five years. Only cancers of the sub- 
diaphragmatic portion of the digestive tract are con- 
sidered. It is suggested that post-war food may have 
contributed to the recent increase in the incidence of 
cancer of this region by changing the hydrogen-ion 
concentration of the body fluids. Palliative inter- 
vention, although permissible in some cases, is be- 
coming less popular, and indiscriminate exploratory 
laparotomy is condemned. 

For cases of cancer of the cardia the author rec- 
ommends the early establishment of a gastric fistula 
under local anxsthesia, even though this is only a 
palliative measure. Of 43 patients so treated, 2 died 
a few days after the operation. The 27 patients fol- 
lowed up had a maximum survival of two years and 
seven months and an average survival of eight 
months. 

In infiltrative cancer of the stomach, operation is 
contra-indicated. In 3 such cases a fistula for ali- 
mentation was established in the first loop of the 
jejunum, but with so little success that the method 
was abandoned. 

The tumorous type of gastric cancer is amenable 
to surgical treatment. However, operation may be 





difficult because of the size of the organ and the dis- 
tribution of the lymphatic network. As the reduc- 
tion in the resistance of the patients renders them 
poor operative risks, efforts should be made to im- 
prove the general condition before operation by nu- 
tritive enemata, glucose infusions, and blood trans. 
fusions. The mouth and stomach should be care- 
fully disinfected, the latter by lavage with iodized 
water. Preventive digitalization is also recom- 
mended. Spinal or local regional anesthesia should 
be used. Of 258 cases in which exploration was done, 
tr were found inoperable. In the remaining 247 
cases, 197 resections and 51 gastro-enterostomies 
were performed. In the cases treated by gastro- 
enterostomy the mortality was 15 per cent, the maxi- 
mum survival two years and seven months, and the 
average survival eight months. This operation is 
used less and less frequently and only in desperate 
cases. 

In the cases treated by resection the operative 
mortality was 31 per cent. There were an equal 
number of Billroth II and Polya-Reichel resections. 
The Billroth I method was used in only 4 cases, and 
the Kocher procedure in only 2. Of the 134 patients 
surviving the operation, 96 were followed up. One 
patient who was cured died eighteen years later from 
pneumonia. Four patients were in good condition 
after seven years and two months, five years and 
four months, five years and one month, and four 
years and seven months respectively. As a rule 
death resulted within three years, and the majority 
of the deaths occurred within from eighteen to 
twenty months. Recurrence sometimes developed 
as late as five years after the operation. The aver- 
age survival after operation was two years. Radical 
operation offers a chance of cure, and when it does 
not cure, it renders the patient fairly comfortable 
during at least three-fourths of the period of sur- 
vival, whereas palliative operation is followed by 
survival for only a few months, and during this time 
the patient is miserable. The true surgical treatment 
of gastric cancer is preventive since in more than 
half of the cases the condition develops on an ulcer 
basis. 

In all cases of cancer of the right colon total resec- 
tion of this portion of the colon with subsequent 
ileotransversostomy is indicated. In cancer of the 
left colon a segmentary resection with fistulization 
into the cecum or transverse colon may be done and 
followed from eight to fifteen days later by resection 
of the tumor area with immediate re-union of the 
ends of the bowel, or the segment may be exterior- 
ized and resected outside of the abdomen with the 
establishment of an artificial anus to be closed later. 
The author prefers the latter method. 

In the last twenty-five years De Beule has oper- 
ated upon 18 cases of cancer of the right colon and 
29 of cancer of the left colon. In 6 cases of cancer of 
the right colon in which extirpation proved impossi- 
ble, a laterolateral ileotransversostomy was done. 
Two of the patients died at the time of the opera- 
tion and 4 survived for an average period of five and 
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a half months. In 14 cases of cancer of the right 
colon the classical 1-stage hemicolectomy was done. 
There were 2 operative deaths. Three of the 8 pa- 
tients followed up survived more than five years, 1 
for four years and one month, 1 for two and a half 
years, and 1 for seven months. One died during the 
second year from hepatic metastases, and 1 in the 
fourth month from peritoneal generalization. 

Of the 29 cases of cancer of the left colon, extirpa- 
tion was impossible in 8. In the latter, fistulization 
with ileosigmoidostomy was done with 1 operative 
death. The 5 patients followed up survived about 
seven months. Twenty-one patients with cancer of 
the left colon were subjected to segmentary resec- 
tion with preceding or concomitant fistulization. In 
3 cases operated upon by Hartman’s method there 
was I operative death. In 6 cases in which resec- 
tion was done with immediate re-union there were 2 
operative deaths. In the 14 cases the tumor was 
exteriorized and resected by the Bloch-Mikulicz 
method with the establishment of an artificial anus 
which was ultimately closed. In this series there 
were no operative deaths. Of the 21 patients treated 
by resection, 15 were followed up. Six survived 
more than five years, 5 for from three to five years, 
and 4 for from six months to three years. Three 
died—1 from pneumonia at the end of the second 
year, 1 from hepatic metastases, and 1 from cachexia 
of undetermined origin. In the 36 colonic resections 
there were 5 operative deaths, a mortality of 14 per 
cent. In the cases in which the tumors were exte- 
riorized the mortality was almost nil. 

Of 206 cases of cancer of the rectum which were 
treated surgically, an iliac anus was established in 38. 
The author makes a practice of amputating the 
rectum. He states that the anus should be placed in 
the iliac rather than the sacral region. In 168 of the 
cases reviewed, a radical operation was done. The 
methods included: (1) the Kraske sacral amputation 
without the preliminary formation of an artificial 
anus (mortality 18 per cent), (2) extirpation of the 
whole rectum by the combined abdominoperineal 
route together with the iliac segment by the Quénu- 
Miles-Pauchet method (mortality 26 per cent, but 
anatomical results good), and (3) sacral amputation 
after the preliminary establishment of an artificial 
anus (mortality 8 per cent). Of the 82 patients fol- 
lowed up, 17 lived more than three years, 12 from 
three to five years, and 27 not over three years. 
Twenty-six deaths were due to visceral, chiefly he- 
patic, metastases. One patient died at the end of the 
fifth year from cancer of the thyroid. 

Cancer of the duodenum is exceedingly rare. The 
author has seen only 1 case in which it was possible 
to determine definitely that the cancer developed on 
an ulcer base. In 3 cases of cancer of the ampulla of 
Vater, the tumor was exposed by a transverse in- 
cision of the duodenum. In 2 cases the tumor was 
the size of a small nut and operation was limited to 
posterior parietal resection with transposition of the 
common duct and circular suture of the biliary ori- 
fice to the mucosa. In the third case the tumor was 
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the size of a pigeon’s egg and ulcerated. Extirpation 
was effected by circular resection of the duodenum 
with re-union of the ends and cholecystogastros- 
tomy. The patient died. Of the 2 other patients, 1 
died within a few months from hepatic metastases, 
and the other died three years later from grippe. 

In the 5 cases of cancer of the small intestine which 
were treated the lesion was situated in the upper seg- 
ment about 1 meter from the duodenojejunal angle. 
In 2, it extended to the root of the mesentery and 
lateral entero-anastomosis was done. One patient 
died at the time of the operation and the other after 
four months. In 3 cases high resection was done. 
One patient died soon after the operation and the 
others after nine months and twenty-five months 
respectively. 

Radical operation was attempted also in a case of 
cancer of the liver in a man twenty-five years of age. 
After removal of the entire ectopic hepatic lobe the 
patient recovered rapidly, but within three months 
the right lobe became involved. 

Seven cases of cancer of the gall bladder were 
treated. One patient died from shock and 1 from 
hemorrhage. A man of fifty-two years was well after 
seven years. One patient with an intravesicular 
cauliflower growth was living two years and three 
months after operation. Two patients died at the 
end of the first year, 1 from metastases after four 
months and the other from an undetermined 
condition. 

In cancer of the common duct in which the gall 
bladder is still intact it is best not to attack the 
lesion, but to divert the bile by choleduodenostomy 
or cholecystogastrostomy. In all of the author’s 
cases the gall bladder was sclerosed or infiltrated. 
In 2 cases, metastases were discovered at operation. 
The abdomen was therefore closed. In 3 cases, the 
author resected the common duct and implanted 
the superior stump into the mobilized duodenum. 
One patient, whose portal vein was injured, died on 
the third day, and 1 patient survived nine months. 
In the third case the canal was reconstructed by 
epiplodplasty around a drain passed upward into the 
superior stump of the common duct and down into 
the duodenum. After a few months obstructive 
jaundice recurred and the drain was removed. A 
year later jaundice again developed and was fol- 
lowed by a rapid decline. In the fourth case the 
common duct was resected ev bloc, but proved to be 
histologically benign. The resection was followed by 
epiploéplasty, and the patient was well after four 
years. 

Ten cases of cancer of the head of the pancreas 
were treated. In 7, cholecystoduodenostomy, and in 
3 cases, cholecystogastrostomy, was done. There 
were 2 operative deaths. Of the surviving patients, 
5 were followed up. The maximum period of sur- 
vival was one year and three months, and the aver- 
age period seven months. All of the patients were 
benefited. 

In his conclusions the author emphasizes that can- 
cer of the colon and rectum may be treated success- 
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fully by operation and urges the codperation of the 
general practitioner in bringing the cases to the sur- 
geon in good time. Epira S. Moore. 


Holsti, O.: On the Condition of the Intramural 
Ganglia in the Stomach in Cases of Gastritis. 
Acta med. Scand., 1931, \xxvi, 316. 


An analysis of the most striking findings in the 
intramural ganglia of the stomach was undertaken 
in fifty cases. The cases are divided into three 
groups: (1) eight so-called normal cases, (2) twenty- 
eight cases of various diseases in which no gastro- 
dyspepsia had been present but histological exami- 
nation demonstrated the presence of gastritis, and 
(3) fourteen cases of gastrodyspepsia which had 
caused severe symptoms and in which pyloric re- 
section was necessary. 

In the normal cases changes suggesting a slowly 
increasing cirrhosis occurred in some of the ganglia. 

In the cases of gastritis without dyspepsia, cir- 
rhotic processes occurred more frequently and were 
in a more advanced stage. A chronic periganglionary 
inflammation was sometimes seen. 

In the cases of gastritis with dyspepsia, acute in- 
flammatory processes occurred mainly around the 
ganglia and within the larger ganglia. 

Pathological changes of the ganglial and glial cells 
occurred to some extent and in some ganglia in all 
groups. They were exceptional in the normal cases, 
more frequent and more advanced in cases of gas- 
tritis without gastrodyspepsia, and most frequent in 
cases of gastritis with dyspepsia. 

The pathological changes were more marked in 
the plexus myogastricus than in the plexus meissneri 
and more advanced in the pylorus than in the 
fundus. 

In conclusion the author says that in cases of 
severe gastrodyspepsia a more complete study should 
be made of the nervous elements of the stomach as 
in this way problems of general neurohistopatho- 
logical importance might be solved. 


Holsti, 6.: On the Nature of Pylorus Affections 
Which Simulate Ulcus. Acta med. Scand., 1931, 
Ixxvi, 343. 


Holsti reports a clinical and pathologico-ana- 
tomical study of fourteen cases of pylorus affections 
simulating ulcer. The majority of the cases were 
characterized clinically by the usual subjective and 
objective findings of an uncomplicated juxtapyloric 
ulcer often associated with minor nervous com- 
plaints. Some cases showed the signs of acute, inter- 
mittent pyloric stenosis and others the signs of a 
chronically developing pyloric stenosis. Occult 
bleeding occurred in a few cases and severe bleeding 
from the mouth and rectum in one case. In none of 
the cases were there signs of threatening perfora- 
tion. All of the patients had received medical treat- 
ment. In the majority of the cases this had had tem- 
porary good results. In addition, some of the pa- 
tients had been subjected to gastro-enterostomy and 
appendectomy. 


At operation and on inspection of the resected 
part, no ulcers, but in some cases, various other 
changes were noted, such as adhesions to the sur- 
rounding tissues and erosions or papillary elevations 
of the mucous membrane. In many cases no changes 
were seen in the resected part, but in one case, an 
ulcer of the duodenum was found. 

The follow-up studies showed that one-half of the 
patients, all of them men, were permanently relieved 
of all symptoms. Of the other half, two were bene- 
fited for a time, two were not benefited at all, and 
three could not be traced. 

Histological examination revealed the presence of 
an endogastritis, myogastritis, and _perigastritis, 
lesions of the intramural plexuses, venous stasis, 
various arteriopathies, and in some cases hemor- 
rhages. The two main sites of the inflammatory 
process were the mucosa propria and the region of 
the plexus myogastricus. All changes were more de- 
veloped in the pylorus than in the adjoining parts of 
the fundus except the acute inflammatory lesion 
around the plexus myogastricus which was as 
marked in the fundus as in the pylorus. A definite 
parallelism between the clinical symptoms of pain 
and disturbance of motility and the histological 
evidences of the activity of the process in the region 
of the plexus myogastricus were noted. The chief 
difference between the cases of gastritis with dys- 
pepsia and those without dyspepsia was the occur- 
rence of an acute inflammatory lesion in the plexus 
myogastricus. This is suggested as the main cause 
of the intermittent disturbances in the function of 
the pylorus. In a case of severe bleeding two small 
erosions and marked venous stasis were found. 

These pyloric affections constitute a somewhat 
heterogeneous group more or less closely related to 
ulcer. Most of the histopathological changes as well 
as certain lesions of the blood vessels and nervous 
tissue hitherto considered secondary to ulcer, are 
present in these cases without ulcer. The main 
difference between these cases and cases of ulcer may 
be some factor at present unknown. However it is 
suggested that the difference may lie partly in a 
smaller sum total of the various factors, including 
the time factor, and partly in the fact that the lesions 
in these cases were more diffusely spread than in the 
cases of ulcer, in which they have been noted to be 
more restricted to smaller areas in the vicinity of the 
ulcer. Finally, the difference may lie in the preva- 
lence of a deep intramural gastritis in these cases in 
contradistinction to the primarily superficial gas- 
tritis in cases of ulcer. 


Morgan, W. G.: The Prognosis and Sequelz of 
Peptic Ulcer. New England J. Med., 1931, ccv, 293- 
All cases of ulcer should be subjected to thorough 
study before treatment is instituted. Preparatory 
investigations greatly increase the prospects of a 
successful result. 
It is generally-agreed that all uncomplicated duo- 
denal ulcers except those of the recurrent or hamor- 
rhagic type should be treated medically and that the 
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treatment should be continued for several months 
after the symptoms have ceased. 

Although gastric ulcers often heal spontaneously, 
the author is inclined to treat them surgically from 
the onset because a certain proportion of them turn 
out to be carcinomatous. 

Surgical treatment is indicated for the hamor- 
thagic type of peptic ulcer, recurrent duodenal ulcer, 
stenosis of the pylorus, and perforating and pene- 
trating peptic ulcers. In cases of ulcer of the hamor- 
rhagic type operation should never be done during 
the period of bleeding. 

Peptic ulcers occur most frequently between the 
ages of twenty and fifty years. In their causation, 
occupations play a very small rdle. Factors of im- 
portance are diet which lowers resistance or irritates 
the mucosa and foci of infection. Alcohol and to- 
bacco prevent healing. 

When a patient remains free from symptoms for 
five years after treatment he may be considered 
cured. The incidence of medical cures varies. In 
some clinics it is as high as 90 per cent. The Mayo 
Clinic reported relief in 87 per cent of cases. In 69 
per cent the relief was so complete that the patient 
paid no attention to his diet or the dyspepsia was so 
slight as to be controlled by simple measures. In 18 
per cent the results were classified as fair, and in 13 
per cent the relief was not permanent. 

WitiraAM J. TANNENBAUM, M.D. 


Luzzi, G. F.: Ulcers of the Neopylorus (Considera- 
zioni sulle ulcere del neo-piloro). Policlin., Rome, 
1931, XxXxviii, sez. chir. 403. 

Luzzi reports two cases of gastrojejunal ulcer 
following gastro-enterostomy. As the bases of both 
of the ulcers contained pieces of silk suture, the 
suture was considered a possible cause of the lesions. 

After reviewing the vast literature on gastro- 
jejunal ulcer, the author cites briefly the various 
theories regarding the pathogenesis of such ulcers 
and discusses the mechanical, nervous, secretory, 
and infective factors. Because of the variation in the 
clinical and pathological manifestations of the lesions, 
he assumes that more than one factor is involved in 
the pathogenesis. Peter A. Rost, M.D. 


Judine, S.S.: A New Series of Perforating Ulcers of 
the Stomach and Duodenum (Nouvelle série 
d’ulcéres perforés de l’estomac et du duodénum). 
J. de chir., 1931, Xxxvili, 159. 

The author reviews 116 cases of perforated peptic 
ulcer with particular emphasis on the treatment. 

Only 1.4 per cent of the patients were women al- 
though the general frequency of ulcer in women is 
about 13 per cent. The relatively low incidence of 
perforation in the female can be explained only by 
less intense physical activity and more regular habits 
of daily life. 

Eighty per cent of the patients were between 
twenty-six and forty years of age. 

Occupation obviously had a part in the etiology 
as 56 of the patients were laborers. Seventeen were 
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in the professions (in the Soviet sense), being en- 
gaged in such work as that of motormen, conductors, 
and postmen; 25 were classified as “employees,” 
probably office workers; and 14 were students. 

There was no seasonal variation in the number of 
perforations, but the time of day was important, the 
accident occurring most frequently in the afternoon 
between 3 and 6 o’clock and in the evening after 
supper. 

Of the possible mechanical influences involved, 
distention of the stomach is probably more impor- 
tant than external trauma. 

In the diagnosis, care must be taken not to attrib- 
ute too much importance to a negative history of pre- 
vious ulcer symptoms. It is evident that silent ulcers 
may occur as intelligent patients sometimes strongly 
deny previous gastric distress. 

The onset of the symptoms is almost invariably 
sudden. Occasionally, however, an accentuation of 
the ulcer symptoms precedes the perforation by two 
or three days, indicating activity in the lesion or a 
partial perforation. 

The initial pain is usually epigastric. The radia- 
tions of the pain are believed to be of importance in 
revealing the site of the perforation. Pain in the 
right shoulder is usually associated with duodenal 
ulcer, and pain in the left shoulder with ulcer of the 
lesser curvature of the stomach. 

The rarity of vomiting is a valuable sign as nearly 
every other acute abdominal condition is associated 
with this symptom. 

Much emphasis has always been placed on the ini- 
tial shock of the perforation. In the author’s expe- 
rience profound shock is very rare and shock of the 
usual minor degrees disappears very quickly. Ex- 
cept when the patient is seen after a considerable 
delay, the pulse is slow or normal. 

Pneumoperitoneum is a conclusive diagnostic 
sign. Percussion in the right mid-axillary line with 
the patient on his left side is quite reliable. The best 
procedure is transverse roentgenography with the 
patient lying on his back. Occasionally escaping gas 
can be felt striking the anterior abdominal wall. 
This sign is rarely noted, but is absolutely diagnostic. 

A sutlicient number of the symptoms and signs of 
perforated ulcer are always present to permit a 
prompt diagnosis. However, errors occasionally 
occur. In 3 of the cases reviewed, the patient was 
operated upon for appendicitis, and in 3 the sup- 
posed perforated ulcer proved to be acute pan- 
creatitis. Twice, in spite of definite symptoms, no 
lesion of any kind was found. The patients recov- 
ered uneventfully. 

In 3 cases recovery resulted although the diag- 
nosis was confirmed by roentgen examination and 
the patients refused operation. Even after the acute 
symptoms had disappeared the pneumoperitoneum 
could be demonstrated three or four days later. 

The interval between the perforation and the 
operation does not always determine the prognosis. 
A variety of other factors intervene. Most impor- 
tant are the general condition and the degree and 


type of the peritoneal infection. The author be- 
lieves that, other things being equal, the type of 
operation does not greatly affect the prognosis. He 
therefore does not hesitate to perform partial gas- 
trectomy almost routinely. 

The Billroth I operation is preferred because it 
promises the best ultimate results. When the ulcer 
is situated at the pylorus the technical difficulties 
may be increased, but as a rule they can be over- 
come. Experience with the method shows that the 
dangers of leakage are more theoretical than real. 

The mortality in the cases reviewed was as follows: 


Deaths 
No. No. Per cent 
Perforations eee esate - 116 21 17.3 
SE ret re ore 114 19 16.6 
MMOD cc onc mo cwk ed xe eka w me 08 II 11.2 


Billroth I operations............ 84 10 10.7 


The value of immediate resection is evident when 
these figures are compared with those presented at 
the last Soviet Congress of Surgery at which 6 sur- 
geons reported mortalities ranging from 37 to 50 
per cent. Abert F. De Groat, M.D. 


Lahey, F. H.: The Management of Peptic Ulcer. 
New England J. Med., 1931, ccv, 321. 

In the Lahey Clinic, cases of duodenal ulcer are 
seen ten times as often as cases of gastric ulcer. Duo- 
denal ulcer is found in three males to one female, 
whereas gastric ulcer is found as frequently in fe- 
males as in males. 

A peptic ulcer may be acute and manifested first 
by hemorrhage or perforation. The acute ulcer fre- 
quently develops into a chronic ulcer. Peptic ulcer 
is characterized by periodic symptoms and distress 
apparently associated with the presence of free hy- 
drochloric acid and muscular spasm. 

The origin of peptic ulcer is obscure. The chronic 
ulcer cannot be reproduced experimentally. A defi- 
nite cause of the persistence of peptic ulcer symp- 
toms is the presence of an excessive amount of hy- 
drochloric acid. Another important factor is pyloro- 
spasm. This may follow the development of the ul- 
cer and precede the hyperchlorhydria. It results in 
failure of the alkaline duodenal contents to be regur- 
gitated into the stomach, a hyperaccumulation of 
highly acid gastric contents in the stomach, and the 
ejection into the duodenum of gastric contents too 
acid to be neutralized. 

The diagnosis of gastric or duodenal ulcer should 
be based on the history and the findings of fluoro- 
scopic examination, gastric analysis, and a search 
for occult blood in the stools. 

At the Lahey clinic all peptic ulcers except those 
with perforation are first treated medically. The 
medical régime consists of rest in bed in the hospital 
for three weeks, weekly gastric analyses to deter- 
mine whether or not the gastric acidity is being kept 
completely neutralized, and frequent fluoroscopic 
examinations to determine the progress of the con- 
dition during this period of treatment. Surgical 
treatment is given when medical treatment fails to 
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relieve pain, when bleeding, obstruction, or perfora- 
tion occurs, and when, in gastric ulcer, the possi- 
bility of carcinomatous degeneration cannot be 
excluded. 

Most, if not all, of the lesions of the greater curva- 
ture suspected to be ulcers will prove to be cancers, 
Ulcers of the posterior wall which have eroded into 
the pancreas are so difficult to heal by medical meas- 
ures that many of them come to operation. 

In cases of gastric operations pre-operative prepa- 
ration is very important. The anwsthetic must be 
carefully chosen. Lahey has found avertin and te- 
gional anesthesia very satisfactory. 

The surgery of gastric and duodenal ulcer includes 
major operative procedures such as partial gastrec- 
tomy, and procedures of lesser magnitude, such as 
pyloroplasty and gastro-enterostomy. For eroding 
ulcers of the posterior wall of the duodenum that 
have bled or extended into the pancreas and are 
resistant to medical treatment, partial gastrectomy 
is the procedure of choice. If resection is impossible, 
the Devine procedure is advisable. DPyloroplasty is 
preferable to gastro-enterostomy if there is not too 
much distortion of the duodenum and pylorus by 
scar tissue. 

Only to per cent of all of the cases of peptic ulcer 
coming to the Lahey Clinic during the last seven 
years were treated surgically. The attempt must be 
made to relieve the symptoms in the greatest num- 
ber of cases without surgery and to detect those pa- 
tients who will not do well under non-operative man- 
agement in order that time and money may be saved 
by subjecting them to surgery as early as possible. 

Eart GArswwe, M.D. 


Konjetzny, G. E.: The Medical and Surgical Treat- 
ment of the Typical Gastroduodenal Ulcer (All- 
gemeines ueber die interne und chirurgische Behand- 
lung des typischen Magen-Duodenalgeschwuers). 
Med. Welt., 1931, i, 19. 

The findings of anatomicopathological studies 
have resulted in improvement in the treatment of 
typical ulcers of the stomach and duodenum. The 
demonstration that gastroduodenal ulceration is an 
inflammatory process and, to a certain extent, a 
complication of gastritis and duodenitis, indicates 
that its medical treatment should be that of gastritis 
and duodenitis. 

On the basis of his own clinical experiences with 
medical treatment, the author recommends a list of 
remedies, all of which have an anti-catarrhal action: 
water cures with Karlsbad Muehlbrunnen or Mer- 
gentheimer Karlsquelle with Kissingerbrunnen or 
Fachingerbrunnen; silver nitrate solutions (with 
danger of argyrosis from prolonged use) ; kamillargen 
(which the author gives in powder form in contrast 
to the Bergmann Clinic); Targesin solution (100 
c.cm. of a 0.25 per cent solution by mouth or with 
the stomach tube); collargol (1 teaspoonful of a 2 per 
cent solution three times daily, one hour before 
meals); tannin tablets (0.25 gm. of tannalbim or tan- 
nic acid in tablet form every two hours, for its as- 
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tringent action) ; foreign protein therapy (novoprotin 
injections at intervals of about ten days); venesec- 
tion or blood transfusion (to alter the internal in- 
flammatory conditions); and belladonna, atropin, 
and eupaverin. The treatment is appropriate if the 
mucosal inflammation and its various causes are 
taken into consideration. A routine procedure is 
unwise. 

Konjetzny disapproves of anti-acid treatment by 
the more or less routine administration of alkali. 
He cites numerous reports of unfavorable effects 
from alkalinization. The basis of gastritis and duo- 
denitis therapy is adequate dietetic management in 
the nature of protective treatment. In view of the 
pathogenesis of typical chronic ulcers, this treatment 
is of prophylactic value. Moreover, it sometimes 
results in the healing of chronic ulcers. In general, 
however, the medical treatment of chronic ulcers 
which have been complicated by penetration into 
neighboring organs or stenosis is rather hopeless. 
These require surgical treatment. 

The indications for operation cannot be estab- 
lished rigidly enough. One definite indication for 
operation is severe recurring hemorrhage. Acute 
severe haemorrhage is usually treated successfully by 
medical measures; only in rare cases is operation 
necessary. The mortality is greatly increased by 
surgical intervention. The author emphasizes that 
even simple gastritis may lead to clinical manifesta- 
tions which constitute definite indications for surgi- 
cal intervention (symptoms of acute perforative 
peritonitis, organic stenoses, and severe recurring 
parenchymatous hemorrhage). The relative indica- 
tion for operation depends upon the roentgen diag- 
nosis. The demonstration of a niche is not sufficient 
for a diagnosis of surgical ulcer. Only when the 
roentgen examination shows the presence of ulcers 
which penetrate deeply into the liver or pancreas 
and cannot be expected to heal spontaneously should 
operation be performed at once. Konjetzny agrees 
with von Bergmann in recognizing a social indica- 
tion. As methods of surgical treatment, only gastro- 
enterostomy (as an emergency operation in so-called 
inoperable ulcer at the pylorus or bulb) and resection 
according to one of the Billroth methods (operation 
of choice) are to be considered. By resection, the 
most severely inflamed portion of the stomach and 
duodenum is removed. The Billroth I operation is 
preferable to the Billroth II operation because it re- 
sults in more physiological emptying and better food 
utilization. In cases of atypically located ulcers in 
the fundus, in which frequently there is little change 
in the stomach, Konjetzny performs a local excision 
since a resection would equal a total extirpation. 
In cases of ordinary antrum gastritis with an intact 
fundus, resection according to the Billroth I or II 
method constitutes a causal treatment, but in in- 
flammatory involvement of the fundus it does not. 
In the latter condition the inflammation of the mu- 
cous membrane which is left behind must be relieved 
by medical means. The residual or secondary fundus 
gastritis is the cause of failures of operative treat- 
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ment. It is necessary always to remember that after 

a resection the patient has a crippled stomach, which 

fact must be considered in his manner of living. 
WANKE (Z). 


Casati, A.: Duodenal Spots (Sulle ‘‘macchie duo- 
denali’”). Radiol. med., 1931, xviii, 1224. 

Casati states that spots in the duodenum pro 
duced by the residue of an opaque meal may be 
found in a great variety of conditions, but occur also 
when the duodenum is normal. Particles of an 
opaque meal may remain in the duodenum as long 
as fifteen hours, as in one of the cases cited. Their 
retention has no pathological significance, but is of 
value as a secondary finding in cases of duodenal 
lesions. EuGENE T. Leppy, M.D. 


White, W. C., and Patterson, H.A.: Late Results of 
Simple Suture in Acute Perforation of Duo- 
denal Ucer. Ann. Sug., 1931, xciv, 242. 


In spite of the increase in our knowledge concern 
ing gastric surgery, there is still no uniformity of 
opinion regarding the treatment of perforated duo- 
denal ulcer. Acute perforation is most frequent in 
the third, fourth, and fifth decades of life. In nearly 
40 per cent of cases it occurs in the fourth decade. 
Fewer than 3 per cent of the cases are those of 
females. Although in 1 of the cases reviewed by the 
authors there were no symptoms prior to the per 
foration, the perforation is usually preceded by the 
exacerbation of a chronic ulcer pain which lasts for 
from several hours to several weeks. Of 62 of the 
authors’ cases, gastro-intestinal bleeding had oc 
curred in only 3 per cent. Ulcers which bleed are not 
apt to perforate. Shock is rare. Of great importance 
in the diagnosis are the subdiaphragmatic gas bub- 
ble seen in the roentgenogram made with the patient 
in the upright position and the transitory supra 
clavicular pain which usually occurs on the left side 
soon after the perforation. In 50 per cent of the 
authors’ cases which were seen within the first 
twelve hours vomiting had not occurred. In the 
other 50 per cent it had occurred only once or twice. 
In late cases rectal tenderness may be extreme be 
cause of irritation of the pelvic peritoneum. In only 
5 per cent of the authors’ cases was the ulcer defi 
nitely gastric. In nearly all the perforation occurred 
within the first 4 cm. of the anterior wall of the duo- 
denum and was cleanly punched out, from 3 to 6 
mm. in diameter, and surrounded by a considerable 
zone of induration. Acute perforation and cauteriza 
tion of the ulcer produce practically the same result. 

In discussing simple suture, the authors state 
that, according to statistics, from 60 to 65 of every 
roo patients who leave the hospital following simple 
suture of an acute perforation will remain free from 
gastric symptoms, from to to 15 will require surgery, 
and of the remaining 25, those who are reasonably 
careful about diet and general activity will progress 
satisfactorily. 

The authors have been able to follow 19 of their 
patients who were treated by simple suture. Thir 
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teen have remained well. The average interval since 
the operation is five years. One of the patients is 
uncomfortable after heavy indulgence in alcohol. 
The others are all symptom-free regardless of the 
character of their diet. Of the remaining 6, 1 de- 
veloped pyloric stenosis two months after the opera- 
tion and was subjected to gastro-enterostomy. An- 
other was well for eight years and then began to 
vomit and was subjected to partial gastrectomy. A 
third is comfortable only when on a carefully con- 
trolled diet. The others have had very characteristic 
ulcer symptoms. 

In 50 cases seen within ten hours of the perfora- 
tion the mortality was 6 per cent; in 13 cases seen 
between ten and twenty hours after the perforation 
it was 46 per cent; in ro cases seen from twenty to 
thirty hours after the perforation it was 4o per cent; 
and in 6 cases seen more than thirty hours after the 
perforation it was 66 per cent. The total mortality 
was 21.5 per cent. 

In 53 cases treated by simple suture there were 10 
deaths, an operative mortality of 19 per cent, and 
in 26 treated by simple suture plus immediate pos- 
terior gastro-enterostomy there were 7 deaths, an 
operative mortality of 27 per cent. Of the patients 
treated by simple suture and gastro-enterostomy, 
only 6 were followed. Four were considered cured. 
In 6 cases in which pyloroplasty was performed the 
results were not satisfactory. X-ray studies seem to 
indicate too-rapid emptying of the stomach, which 
is probably responsible for the persisting symptoms. 
The authors believe that in the presence of acute 
peritonitis partial gastrectomy is not justified. 

ALTON Ocusner, M.D. 


Clarke, T. W., and Miller, F. M.: Hirschsprung’s 
Disease Treated by Lumbar Sympathectomy. 
Arch. Pediat., 1931, xlviii, 553. 

The cause of Hirschsprung’s disease is still un- 
known although numerous theories have been ad- 
vanced. 

The symptoms of the condition begin soon after 
birth. They consist of rapidly increasing abdominal 
distention associated with extreme obstipation, ema- 
ciation, and weakness. There is usually little or no 
pain or vomiting. Complications such as intestinal 
ulcerations and obstruction sometimes occur. The 
dilatation is usually confined to the rectum and 
ascending colon, but may involve the entire large 
bowel. The prognosis is unfavorable. Some sub- 
jects die in childhood and others suffer for many 
years. 

The methods of treatment used to date have been 
unsatisfactory. Medical measures result in only 
temporary improvement, and surgical treatment by 
colostomy or colectomy is followed by discomfort 
or associated with a high mortality. 

The most recent surgical treatment suggested is 
lumbar sympathectomy. In 1915 it was proved that 
fibers from the sympathetic nervous system run to 
voluntary muscles and are the cause of muscle tone. 
In 1924, Royle and Hunter demonstrated that, in 





animals in which an artificial spastic paralysis of the 
extremities had been produced, resection of the sym- 
pathetic ganglia relieved the spasticity. Later they 
confirmed these findings in clinical cases of spastic 
paralysis. They noted also that constipation was 
relieved by excision of the lumbar ganglia in these 
cases and that this effect was due to the immediate 
resumption of activity of the distal colon. They con- 
cluded that an important function of the sympa- 
thetic system is to impose a posture on the structures 
innervated by it, and that section of the sympa- 
thetic fibers release this postural state. 

In 1926, Bartle reviewed the work of Royle and 
Hunter and concluded that megacolon resembles in 
its functional aspect the spasticity in centrally para- 
lyzed limb muscles. The credit for first recommend- 
ing ramisection of the lumbar ganglia for megacolon 
in a published paper must be given to Bartle. The 
operation was first performed in 1927 by Wade and 
Royle. The result was very satisfactory. Since 
then, a number of such operations have been done 
with uniformly favorable results. The patients have 
shown remarkable improvement in their general 
health and the abdominal distention has decreased 
rapidly. Obstipation has been relieved. No deaths 
from the operation and no sequel in other pelvic 
organs have been reported. 

It has been suggested by Merle, Scott, and Morton 
that spinal anesthesia temporarily terminates the 
motor inertia of the colon and therefore should be 
induced before sympathectomy is performed as a 
physiological test of sympathetic inhibition to prove 
whether, in the case under consideration, sympa- 
thectomy is indicated and will give the desired 
results. 

The authors report the case of a boy of eight years 
who was operated upon after two months of medical 
preparation. Under ether anesthesia a long left 
rectus incision was made and the bowels held back 
by packs to expose the posterior peritoneal area. 
The posterior peritoneum was incised 3 in. parallel 
with, and 1 in. lateral to, the left ureter to bring into 
view the psoas muscle, the bodies of the lumbar 
vertebre, and the sulcus between them where the 
lumbar ganglia lie. The second, third, and fourth 
lumbar ganglia were exposed and removed by cutting 
the posterior branches. The connecting branches 
running parallel with the spine and the fibers on the 
anterior surface of the aorta were also removed. The 
wound in the posterior peritoneum and the abdomi- 
nal incision were closed without drainage. Conva- 
lescence was normal except for a moderate amount 
of shock immediately following the operation. At 
the end of two weeks the patient was out of bed. 
Five months after the operation his bowels were 
moving daily, he had gained weight, and he appeared 
to be normal. 

From this case and seventeen similarly treated 
cases reported in the literature the authors conclude 
that lumbar sympathectomy offers great promise of 
cure in Hirschsprung’s disease. 

Cyrit J. Grasper, M.D. 
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Rankin, F. W.: The Surgical Treatment of Carci- 
noma of the Colon. Surg., Gynec. & Obst., 1931, 
lili, 229. 

In the past decade surgical procedures directed 
toward pathological conditions of the colon have un- 
questionably reached a high plane of technical per- 
fection. Pathologically, embryologically, and clini- 
cally, the large bowel must be recognized as a bi- 
functional organ, the two segments of which develop 
neoplasms differing in type and demanding entirely 
different procedures for their extirpation. The diag- 
nosis of lesions of the large bowel is made on the 
basis of a carefully taken history supplemented by a 
careful general examination and roentgenoscopy. 

Although Rankin does not maintain that all car- 
cinomata of the colon or rectum develop on the basis 
of polyps, he believes it is easily proved that a large 
majority have such an origin. 

The most important early evidences of carcinoma 
of any portion of the colon are a change in the intes- 
tinal habit manifested either by irritability, mucous 
diarrhoea, or alternating periods of diarrhoea and con- 
stipation; localized persistent pain and tenderness; 
tumefaction; and profound anemia not accom- 
panied by loss of blood and, if the lesion is in the left 
half of the colon, acute, subacute, or chronic ob- 
struction. 

In the Mayo Clinic it has been found of advantage 
to place patients with colonic lesions under the com- 
bined care of clinician and surgeon. This is par- 
ticularly helpful in the pre-operative management 
which is instituted routinely and allows advantage 
to be taken of all factors of safety in an effort to 
reduce the immediate mortality and, at the same 
time, increase operability. The factors of safety are: 
(1) adequate pre-operative rehabilitation combined 
with necessary decompression; (2) the selection of 
the optimal time for operation and of an operation 
which will best meet the requirements of the par- 
ticular case; (3) intraperitoneal vaccination with 
colon bacilli and streptococci to immunize against 
peritonitis, the most common cause of death; (4) the 
use, in a large number of cases, of operations in mul- 
tiple stages; (5) the use of spinal anesthesia unless 
it is very definitely contra-indicated; and (6) rigid 
adherence to a standardized postoperative regimen. 

Several factors influence the choice of operation in 
the two halves of the colon. The question of graded 
operations on either side, however, is of greatest im- 
portance. Rankin believes that in the right half of 
the colon the procedure of choice is an aseptic ileo- 
colostomy between the terminal ileum and the trans- 
verse colon followed by resection of the right seg- 
ment at the same or a subsequent stage. He urges 
the use of end-to-side anastomosis in preference to 
lateral anastomosis in this operation because of the 
very desirable feature which the end-to-side method 
possesses over the lateral in side-tracking the faecal 
current and allowing maximal reduction of the local 
inflammatory reaction around the growth. When 
this anastomosis is made, the surgeon may decide 
whether to do the resection in the same stage or 
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later. Recently Rankin found that in about half of 
the cases, the operation could be done just as satis- 
factorily and with an equally low mortality in one 
stage as in two, yet he is confident that this maneu- 
ver should be reserved for the patients who consti- 
tute the better risks. 

Before any type of operation is decided upon, it is 
important to explore the abdomen. This should be 
done routinely in about the following order: (1) the 
liver, (2) the aortic nodes, (3) the nodes at the bifur- 
cation of the mesenteric vessels, (4) the pelvis, and 
(5) the growth and its adjacent lymphatic struc- 
tures. Palpation of the growth should be done last 
and gently. 

In the left half of the colon, where obstruction is 
the most alarming symptom, the problem is different 
from that presented in the right half even as regards 
the anatomical type of bowel to be operated on. If 
the obstruction is acute and the bowel is dilated, 
oedematous, and filled with material, drainage by 
cecostomy proximal to the growth is urgently in- 
dicated. If, on the other hand, as in the majority of 
cases, the obstruction is mild and has been largely 
relieved by pre-operative decompression, resection 
frequently may be accomplished in one stage, but 
without anastomosis. Rankin believes that primary 
anastomosis should not be carried out in the left part 
of the colon except in extremely rare instances, and 
when it is done, a cecostomy proximal to it is always 
indicated. 

In the last decade the mortality of surgery of the 
colon and rectum has been slightly reduced, but it is 
still relatively high as compared with the mortality 
of surgery for chronic ailments in other parts of the 
gastro-intestinal tract. 

The operability in Rankin’s series of cases at the 
Mayo Clinic in 1929 was 57.5 per cent. Operability 
unquestionably differs with different surgeons and is 
largely a matter of individual judgment. 

Improvement in diagnostic methods, particularly 
in roentgenology and proctoscopy, which permits 
earlier recognition of lesions of the large bowel and 
rectum, and emphasis on the importance of more 
routine examinations of the colon, particularly after 
the development of the earlier symptoms of intes- 
tinal dyscrasia and in routine yearly examinations 
will bring cases of carcinoma of the colon to opera- 
tion earlier and thereby increase the operability and 
the chances for satisfactory end-results, 


Finsterer, H.: Surgery of the Colon. II. Carcinoma 
of the Colon (Die Chirurgie des Dickdarmes. II. 
Das Carcinom des Dickdarmes). Arch. f. klin. Chir., 
1931, clxv, I. 

Slowly increasing constipation in advanced age 
should always awaken the suspicion of carcinoma 
of the colon. Neither increasing weight nor subse- 
quent apparent diarrhoea is proof of the absence of 
carcinoma. 

The roentgen examination should usually include, 
not only a barium enema, but also the administra- 
tion of a bismuth meal and a study of the passage 
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of the bismuth through the colon. Carcinomatous 
nodules at the hepatic flexure and in the cecum 
may be easily overlooked. In chronic or acute ileus 
the roentgen examination should be made only with 
filling from below (fluoroscopy). X-ray examination 
is important to determine the site of the obstruction 
before operation. When a diagnosis of carcinoma of 
the colon has been made by a reliable physician and 
suspicious symptoms persist, an exploratory lapa- 
rotomy should be done even if the roentgen findings 
are negative. 

In stenosing cancer of the right half of the colon 
a sudden valve occlusion may sometimes be over- 
come by the administration of atropin and high 
enemata. In cancer of the colon a radical operation 
must be performed provided metastases in the liver 
or peritoneum do not contra-indicate it. Extension 
of the carcinoma to surrounding structures may 
greatly increase the difficulties of operation, but does 
not exclude the possibility of permanent cure. Two 
illustrative cases are reported in detail. Advanced 
age does not contra-indicate radical operation. 
Thirty-four of 76 patients who were operated upon 
radically were more than sixty and 2 were more 
than eighty years of age. Of 104 colon carcinomata, 
76 (73-2 per cent) were radically resected. This 
percentage is considerably higher than that of other 
experienced surgeons. 

When the bowel is empty, a 1-stage resection is 
no more serious than exteriorization. In acute bowel 
obstruction it is necessary first to relieve the obstruc- 
tion and empty the bowel. Finsterer once performed 
a 1-stage resection in 5 such cases. Four of the 
patients died after the operation. Of the 104 cases 
of carcinoma of the colon reviewed, 34 came to 
operation during acute obstruction. Finsterer per- 
formed a 2-stage resection in the stage of acute ileus 
7 times with 1 death. The patient who died was a 
fifty-four-year-old man with pulmonary tuberculosis, 
decubital ulcers, beginning peritonitis, and a very 
poor pulse before the operation. Death was caused 
by sepsis. Finsterer does not object to 2-stage re- 
section in the presence of ileus when there is a mov- 
able or easily mobilized cancer. For cases of chronic 
obstruction and those of acute ileus of several days’ 
duration he considers it safer because after the re- 
tention has been released by a cecostomy, a second- 
ary perforation of a decubital ulcer may occur, espe- 
cially if violent cathartics have been taken. A case 
in which death resulted from this cause is reported. 

In carcinoma of the right half of the colon with 
acute obstruction of the bowel, 2-stage resection is 
preferable to ileostomy or cecostomy with subse- 
quent secondary resection. In the latter there is 
always danger that, when the radical operation is 
done at most two weeks after the first stage, infec- 
tious organisms will be disseminated into the free 
peritoneal cavity. Of 3 patients operated upon by 
this method by Finsterer, 2 died after the operation. 
Finsterer believes that in acute obstruction of the 
bowel from carcinoma on the right side it is better 
to do an immediate 2-stage resection, and in carci- 


noma of the left half of the colon it is preferable to 
do a cecostomy with a secondary radical operation, 

In uncomplicated carcinoma of the colon Finsterer 
performed a 1-stage resection 32 times with 5 deaths 
(a mortality of 15.6 per cent). In 18 resections of 
the right half of the colon there were 3 fatalities (1 
from pulmonary embolism, 1 from an uncompen- 
sated valvular lesion, and 1 from cerebral thrombosis 
following thrombosis of an arm vein after the intra- 
venous injection of osmonin). None was due to 
primary suture. Two of 14 patients with carcinoma 
of the left colon died following 1-stage suture, 1 from 
peritonitis caused apparently by insufficiently steri- 
lized salt solution and 1 from chronic sepsis from 
phlegmon of the abdominal wall. In doubtful cases 
with inadequate evacuation of the transverse colon 
it is preferable to do a cacostomy. Finsterer per- 
formed a 2-stage resection 6 times, 3 times because 
the bowel was not sufficiently empty, and 3 times 
because of extension of the carcinoma into the mes- 
entery of the jejunum which necessitated resection 
of the jejunum and removal of the kidney. Three 
of the patients died, 1 from thrombosis of the mesen- 
teric veins, 1 from obstruction of the small bowel, 
and 1 as the result of extensive resection of the small 
bowel and nephrectomy. If a pus pocket near the 
carcinoma prohibits primary extirpation, total bowel 
exclusion is indicated. Finsterer has reported else- 
where 2 such cases which were operated upon 
successfully. 

When, in a case of carcinoma high in the hepatic 
flexure a cecostomy has been done, it is advisable 
to resect the colon from the middle of the transverse 
portion to the cecum, close both colon ends and 
both ileum ends, and perform an ileotransversos- 
tomy. In carcinoma of the left half of the colon, 
the safest procedure is the 3-stage resection of 
Schloffer. Finsterer prefers it to anteriorization be- 
cause after the latter the closure of the fistula re- 
quires repeated operations which are more compli- 
cated than the closure of a cecostomy. In 18 such 
3-stage operations performed by Finsterer there were 
3 deaths, 1 from heart failure in a patient with 
previous severe cardiac weakness, and 1 from peri- 
tonitis due to a cancer of the flexure which had 
perforated into the anterior abdominal wall and 
formed an abscess. In the latter case the operation 
should have been interrupted and healing obtained 
by drainage. In all of the fatal cases primary bowel 
suture should have been avoided. After the cwcos- 
tomy in a 3-stage operation the carcinoma may be 
removed at the end of from one or two weeks. In 
2 cases the author performed the operation in 4 
stages; after the resection no primary intestinal su- 
ture was done, the bowel ends being sutured into 
the abdominal wall. One of the patients died from 
acute pancreatitis (resection of the tail of the pan- 
creas, splenectomy). 

In addition to the 76 resections of primary carci- 
noma of the colon, the author removed a recurrence 
in the abdominal wall and resected the flexure two 
years after a 2-stage bowel resection. The patient 
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has remained completely cured for seven years. The 
total mortality of colon resections was 25 per cent, 
and the mortality in uncomplicated cases, 20.6 per 
cent. If a radical operation is impossible because of 
distant metastases, the stenosis must be overcome, 
usually by means of colostomy, but in cancer of 
the right side of the colon, by entero-anastomosis 
close to the carcinoma. Occasionally unilateral ex- 
clusion with the formation of a cwcal fistula for a 
safety valve is advisable. Ileosigmoidostomy should 
not be done as an anastomosis between the trans- 
verse colon and the sigmoid flexure is preferable. 
In 14 cases of colostomy for inoperable or metastatic 
carcinoma there were 4 deaths. Of 12 patients 
treated by entero-anastomosis, 3 died following the 
operation. Of 54 operated upon five years ago for 
carcinoma of the colon, 13 died following the opera- 
tion. Of the surviving 41, the fate of 3 is unknown, 
6 died within the five years from intercurrent con- 
ditions (pneumonia, senile debility, pulmonary em- 
bolism), 10 died within three years from peritoneal 
or liver metastases (1 after three months, 3 after 
one year, 5 after two years, and 1 after three years). 
Twenty-two patients (40.8 per cent of those sub- 
jected to resection and 53.6 per cent of those sur- 
viving the operation) remained free from recurrence 
for from five to nineteen years. Of these, 4 died 
after seven or eight years from apoplexy or senility 
and 1 from perforation of a duodenal ulcer. During 
an observation period of three years, 28 of 60 pa- 
tients subjected to resection (46.6 per cent of all and 
60.6 per cent of those discharged as cured) have 
remained free from recurrence. The results show 
that 34.1 per cent of all patients operated upon for 
carcinoma of the colon are free from recurrence 
three years after operation and 27.7 per cent are 
free from recurrence after five years. 

Regarding technique, Finsterer emphasizes the 
value of thorough evacuation of the bowel before 
operation by means of cathartics and repeated ene- 
mata. As ether often causes a certain degree of in- 
testinal atony, local anesthesia should be employed 
as much as possible. This applies particularly to 
colostomy for acute bowel obstruction. If the ob- 
struction in ileus of the colon can be positively 
localized to the left side, Finsterer uses a left para- 
rectal incision, but otherwise he employs a right- 
sided incision. The filled bowel displaced outside 
the abdominal wall should be at least partially 
emptied by puncture before it is sutured to the peri- 
toneum. After fixation of the bowel to the abdominal 
wall a large drainage tube should be sutured into 
it to provide immediate escape for the bowel con- 
tents. In 1-stage resection of the colon Finsterer 
prefers side-to-side union. The blind ends should 
be very short and the afferent and efferent loops 
fixed with several Lembert sutures. The anastomosis 
should be at least 10 cm. long and made with 3 rows 
of sutures. It is important that the bowel ends be 
adequately nourished. Vinsterer has had no deaths 
from insutliciency of the suture line. In simple re- 
section of the sigmoid flexure he has always closed 
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the abdomen completely. However, if the ascending 
colon and hepatic flexure or the descending colon 
and splenic flexure must be mobilized, he drains the 
lateral cavities externally. In the 2-stage resection 
he ligates the mesentery and resects the bowel loop 
containing the carcinoma after exact closure of the 
abdominal wall. In the afferent loop, a large drain- 
age tube is then introduced. In 23 cases the artificial 
anus was closed by laparotomy and the bowel ends 
were resected. Two of the patients died from peri- 
tonitis. The closure of the lateral colostomy may 
be done easily by separating the bowel from the 
muscle and fascia without opening the peritoneum. 
Of the 62 patients operated upon by this method, 
none died. After operations on the colon Finsterer 
insures free bowel motility from the first day on by 
means of pituitrin injections and regular bowel irri- 
gations with warm water (small quantities under 
low pressure). He states that opium and its deriva- 
tives should be rigidly avoided. BERGMANN (Z). 


Watkins, R. M.: The Changing Picture of Appen- 
dicitis in Adults. Ann. Surg., 1931, xciv, 197. 

In an investigation of the cause of the increase in 
the mortality of appendicitis, Watkins undertook 
the analysis of 1,000 cases to determine whether the 
appendicitis seen today differs from that seen pre- 
viously. Pathologically, the cases were grouped into 
the chronic, acute simple, and acute suppurative 
types corresponding to the clinical chronic, acute, 
and suppurative types. There were 193 cases in the 
acute suppurative group, 292 in the acute simple 
group, and 515 in the chronic group. 

In the acute suppurative group, operation with 
some type of drainage was usually done. The symp- 
toms, such as pain, nausea, vomiting, and tender- 
ness and rigidity in the right lower quadrant and 
over McBurney’s point, were those of the usual syn- 
drome of appendicitis, but except in the cases of pa- 
tients between sixty-one and seventy years of age, 
the incidence of constipation was relatively low. Of 
the patients between sixty-one and seventy years of 
age, 54 per cent suffered from constipation. Diar- 
rhoea was uncommon. From 9 to 35 per cent of the 
patients had taken a cathartic after the onset of the 
attack. From 34 to 4o per cent, the percentage vary- 
ing according to age, had normal bowel movements. 
About 20 per cent had abdominal distention. 

In the cases of acute simple appendicitis, the pain, 
nausea, vomiting, rigidity, and tenderness were 
about the same as ordinarily noted, but constipation 
was present in only one-third. Diarrhoea was un- 
usual. About half of the patients had normal bowel 
movements. Distention occurred infrequently in 
all age groups. 

In the cases of chronic appendicitis, the symptoms 
were not unlike those in the acute group. This was 
true especially as regards the incidence of constipa- 
tion and diarrhoea. Fewer than half of the patients 
suffered from constipation either during or between 
attacks. The majority had normal bowel elimina- 
tion. 
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From this analysis Watkins concludes that the 
clinical picture of the appendicitis seen today is 
similar to the clinical picture seen previously except 
that today the incidence of constipation, diarrhoea, 
and abdominal distention is lower, and that when 
the cardinal signs and symptoms are present there 
should be no hesitancy in making a diagnosis of 
appendicitis even when distention is absent and in- 
testinal elimination is normal. 

ALTON Ocusner, M.D. 


Nogara, G.: Mechanical Occlusion of the Intestine 
in Appendicitis (Considerazioni sulle occlusioni 
meccaniche dell’intestino nell’appendicite). Clin. 
chir., 1931, Vii, 585. 

One of the most serious complications of appendi- 
citis is ileus. This may be adynamic or mechanical. 
The author gives the histories of 13 cases of me- 
chanical ileus seen in 835 cases of appendicitis in the 
period from 1919 to the present time. In some of 
these cases the occlusion developed while there was 
a focus of peritonitis around the appendix before the 
operation or soon thereafter, and in others it de- 
veloped a long time after the operation. 

The adhesions which cause the occlusion may be 
simple cords, section of which suffices to overcome 
the occlusion, or extensive adhesions due to plastic 
peritonitis. The ileus may be complete or incom- 
plete, acute or chronic. 

The symptoms of acute mechanical ileus from 
appendicitis are like those of ileus from any other 
cause. There is no leucocytosis unless an active in- 
flammation is present. The alkali reserve is increased 
and the blood chlorides are decreased. In the au- 
thor’s cases the course was more frequently subacute 
or chronic. Acute occlusion is generally caused by 
bands of adhesions. In this condition immediate 
operation is indicated. If operation is not performed 
at once gangrene of the occluded intestine may de- 
velop very quickly. If the affected loop of intestine 
is found to be normal after the bands have been sec- 
tioned it may be left in place; otherwise it should be 
resected. The mortality of resection is about 50 per 
cent. In the more usual subacute and chronic cases 
operation is not so urgent. The first steps should be 
the formation of an artificial anus for evacuation of 
the occluded intestine and the administration of salt 
solution to correct the hypochloruremia and the loss 
of fluid. When the toxic condition is overcome in 
this way final treatment for the occlusion may be 
given. This may consist of section of bands of ad- 
hesions, enterostomy, or resection of the affected 
part of the intestine. If the appendix is still present 
it should be removed, and if there is an abscess it 
should be drained. If the general condition is poor, 
the operation should be restricted to the minimum. 

The author thinks early operation in appendicitis 
is an important factor in the prevention of ileus. 
Chronic appendicitis with its recurring periods of in- 
flammation tends to create adhesions which may 
cause ileus. The operation should be performed with 
minimal manipulation. Irrigation of the abdomen 





with ether or physiological salt solution should be 
avoided as it tends to spread the infection. Good 
drainage is important. In cases with sepsis Carrel- 
Dakin irrigation may be used. 

Aubrey Goss Morcan, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Rabinowitch, I. M.: Jaundice and the Application 
of the Van den Bergh and Urobilinogen Tests, 
Canadian M. Ass. J., 1931, XXV, 255. 

The van den Bergh test detects bilirubin in very 
minute quantities in the blood serum, and the uro- 
bilinogen test reveals very small quantities of uro- 
bilinogen in the urine. The author has modified the 
Wallace and Diamond quantitative urobilinogen 
test slightly and believes that it is the most delicate 
method of detecting impairment of liver efficiency. 

The interpretation of these tests and their mecha- 
nism is subject to several difficulties. It may be 
simplified by considering the physiology of jaundice. 
Most of the urobilinogen is excreted with the faces, 
but part of it is re-absorbed into the portal circula- 
tion and passed to the liver. A part is then re-ex- 
creted as urobilinogen, a part is reconverted into 
bilirubin by the Kupffer cells, and a part reabsorbed 
into the circulation and passed through the renal 
artery to be excreted in the urine. 

There are only four types of jaundice: (1) that 
due to obstruction in the bile channels; (2) that due 
to hepatitis with defective function of the polygonal 
cells; (3) that due to excess blood destruction; and 
(4) that which is a mixture of Types 1 and 2. Pure 
obstruction and pure hepatitis are uncommon. Ob- 
struction for any length of time invariably leads to 
disturbance in the polygonal cells. Therefore in the 
most common type of jaundice, the toxic and infec- 
tive type, the van den Bergh reaction yields little 
information of diagnostic value. 

In the earliest stage of impairment of liver efli- 
ciency in the absence of mechanical obstruction 
there is an excess quantity of urobilinogen in the 
urine, but the bilirubin content of the blood as shown 
by the van den Bergh test is still normal. With 
further impairment, the van den Bergh test becomes 
positive and the urobilinogen excretion increases. 
With more marked impairment, the van den Bergh 
test becomes more positive, but the excretion of uro- 
bilinogen begins to diminish. With extreme liver 
damage, the van den Bergh reaction becomes still 
more marked and urobilinogen disappears from the 
urine entirely. 

In the first instance the Kupffer cells manifest the 
first functional derangement of the liver by their in- 
ability to reconvert urobilinogen into bilirubin. The 
polygonal cells, however, have not lost their power 
to transmit either bilirubin or urobilinogen. Thus, 
the urobilinogen excretion is increased while the bili- 
rubin content of the blood remains normal. With 
further impairment of liver function the Kupffer 
cells completely lose their capacity to reconvert uro- 
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bilinogen into bilirubin and though the polygonal 
cells are still able to transmit urobilinogen, they are 
unable to transmit bilirubin. Thus a slightly positive 
van den Bergh reaction is accompanied by a further 
increase of urobilinogen. In the next stage, the 
polygonal cells have lost their capacity to transmit 
bilirubin and are losing their ability to transmit uro- 
bilinogen. Thus an increasing van den Bergh reac- 
tion is accompanied by decreasing urobilinogen. 
Finally, the polygonal cells are unable to excrete 
bilirubin or urobilinogen. Consequently there is an 
intense van den Bergh reaction and complete ab- 
sence of urobilinogen in the urine. 

Pathologically this concept is substantiated by 
finding well-defined Kupffer cells when the polygonal 
cells are practically destroyed. Thus clay-colored 
stools may be found in the absence of mechanical 
obstruction as in acute yellow atrophy of the liver 
and possibly catarrhal jaundice. Indeed, catarrhal 
jaundice is probably more of a hepatitis than an ob- 
structive phenomenon. Differentiation between 
catarrhal jaundice and acute yellow atrophy is not 
always possible, although in catarrhal jaundice the 
reaction is reversible whereas in acute yellow atrophy 
it is not. STANLEY H. Mentzer, M.D. 


Wakeley, C. P. G., and MacMyn, D. J.: Non-Para- 
sitic Cysts of the Liver: A Report of Two Cases 
Together with a Case of Cyst of the Ligamen- 
tum Teres Hepatis. Lancet, 1931, ccxxi, 675. 


Non-parasitic cysts of the liver are comparatively 
rare. In 1929, Stoesser reviewed 102 surgically 
treated cases that had been recorded in the literature 
and reported 2 cases of his own. 

The 2 cases of non-parasitic cyst of the liver re- 
ported by the authors were those of women fifty and 
fifty-four years of age, and the case of cyst of the 
ligamentum teres hepatis was that of a man forty 
years of age. 

All of the patients presented indefinite abdominal 
symptoms and all complained of a lump in the abdo- 
men. The pain varied in severity, but in no case was 
extreme. All of the cases were treated successfully 
by operation. 

In Case 1, the cyst was in the right lobe of the 
liver, close to the left margin and on the anterior bor- 
der. In Case 2, it was in the left lobe and close to 
the right margin and anterior border. 

In Case 1 the fluid contents of the cyst showed 
cholesterol crystals, and in Case 2, a trace of albumin 
and urea. In none of the cases was sugar or bile 
present. In Case 2, the cyst was lined by a single 
layer of flattened epithelial cells, and in Case 3, by 
a definite endothelial lining. 

As a large number of solitary non-parasitic cysts 
occur on the anterior border of the liver near the 
Junction of the right and left lobes where, in the 
adult, is found the fibrous cord of the ligamentum 
teres representing the left umbilical vein of the fetus, 
the authors believe that in a few cases, as in Case 3, 
Imperfect obliteration accounts for the formation of 
the cyst. In this connection they call attention to 
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the fact that under certain circumstances endo- 
thelial cells are capable of producing a secretion. 

The resemblance of the cyst of the ligamentum 
teres in Case 3 to the solitary non-parasitic uni- 
locular cysts of Cases 1 and 2 and to similar cysts 
described by others is very striking when the ma- 
croscopic appearance, the histological structure of the 
cyst wall, and the character of the fluid contents are 
compared. The authors believe that in many in- 
stances the lining layer of these cysts has been in- 
correctly described as composed of epithelial rather 
than endothelial cells. Their theory regarding the 
origin of cysts of this type is supported by the fact 
that the cysts are easily shelled out from the liver 
substance in which they are embedded, for if the 
cysts arose primarily from the liver, their removal 
would be more difficult. Cysts near the hepatic end 
of the ligamentum teres may easily acquire a con- 
nection with the hepatic capsule and obtain a false 
capsule of flattened-out liver tissue. 

Non-parasitic cysts of the liver give rise to few, if 
any, symptoms. Therefore they usually remain un- 
recognized during life. Symptoms are due to the 
effects of pressure on neighboring viscera or compli- 
cations arising within the cysts. 

For the relief of symptoms, surgical intervention 
is recommended. In simple uncomplicated cases the 
best results are obtained by complete excision. 

L. ENwrotu Bovik, M.D. 


Howard, R. M.: Acute Gall-Bladder Disease. 
South. M. J., 1931, XXiv, 709. 

Suppurative conditions of the gall bladder include 
simple suppurative cholecystitis, phlegmonous chole- 
cystitis, gangrene of the gall bladder, perforation of 
the gall bladder, pericholecystitis, and pericystic 
abscess. These conditions are due to infection by 
virulent organisms. The most common organisms 
demonstrable are the colon bacillus and the pus cocci 
either in pure culture or mixed with other bacteria. 
The bacillus typhosus is found less frequently today 
than formerly. The damage done by the infection is 
determined by the virulence of the organism and the 
resistance of the tissues. 

Simple suppurative cholecystitis or simple em- 
pyema of the gall bladder without stones is rather 
rare. It is caused by pyogenic cocci or a mixed in- 
fection. The pain becomes localized in the right up- 
per quadrant of the abdomen and is persistent 
instead of intermittent. The gall-bladder outline is 
definitely palpable and tender. Constitutional 
symptoms develop. These may be mild, such as a 
rapid pulse, sweating at night, and elevation of the 
temperature, or severe, such as chills, remittent 
fever, an increased leucocyte count, and profuse 
sweats. Severe symptoms usually indicate ulcera- 
tion of the gall bladder or phlegmonous cholecystitis. 
The condition may be differentiated from other ab- 
dominal lesions on the basis of the history, the symp- 
toms, and the findings of physical examination. 

Recurrent simple empyema is not infrequent. In 
its recognition the history is of chief importance. 
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Acute phlegmonous cholecystitis is due to infec- 
tion by very virulent organisms. It may soon pro- 
duce peritonitis and death. Stones may or may not 
be present. From the first, the symptoms will be 
violent—severe pain radiating to the shoulder and 
over the abdomen, extreme tenderness over the 
gall bladder, abdominal rigidity, exhaustive vomit- 
ing, and severe constitutional symptoms. Ileus is 
likely to occur early. In the diagnosis the site of the 
pain is important. The condition is confused. with 
acute appendicitis, intestinal obstruction, and per- 
forated ulcer. 

Pericholecystitis is usually caused by suppurative 
cholecystitis. The gall bladder becomes adherent to 
the surrounding organs and pericystic abscesses fre- 
quently develop. 

Suppurative cholecystitis is not common, but 
should be borne in mind. 

The treatment of acute suppurative gall-bladder 
disease is always surgical. There is a wide divergence 
of opinion as to when the operation should be per- 
formed. In mild cases operation may be postponed 
until the interval. In severe cases it must be per- 
formed immediately. When removal of the gall 
bladder would be dangerous cholecystostomy and 
drainage are indicated, but further surgery may be 
required later. The choice of operation must be 
based on the findings in the individual case. 

WiLttaM J. TANNENBAUM, M.D. 


Rivers, A. B., and Mason, J. B.: Factors of Impor- 
tance in the Differential Diagnosis of Chole- 
cystic Disease and Peptic Ulcer. Minnesota Med., 
1931, Xiv, 706. 

Cholecystic disease and peptic ulcer are probably 
the most common of the organic causes of indiges- 
tion. Failure to recognize the complications of such 
lesions or the association of a peptic ulcer with 
cholecystic disease may result in advising treatment 
which may delay rather than hasten the return to 
health and jeopardize the chances of eventual 
recovery. 

By collaboration with the roentgenologist, valu- 
able assistance in the diagnosis of peptic ulcer and 
cholecystic disease is usually obtainable. Peptic ul- 
ceration may be demonstrated by the fluoroscope. 
As a result of improvement of technique and in- 
creased experience, cholecystography has now be- 
come a recognized aid in the detection of disturbed 
cholecystic function or gall stones. 

Analysis of the gastric and duodenal contents, 
tests of the stools, and various methods of ascertain- 
ing the flow of bile from the liver or gall bladder into 
the intestines are at our disposal and should be em- 
ployed to accumulate all possible data for the diag- 
nosis of the unusual case. However, the modern aids 
to diagnosis must be supplemented by careful con- 
sideration of the history if grave errors in diagnosis 
are to be avoided. 

The diagnosis and differential diagnosis of peptic 
ulcer and cholecystic disease are usually not difficult 
if carefully controlled laboratory methods are evalu- 





ated with a judiciously taken anamnesis and a care- 
ful chronological tabulation of the history from the 
inception of the distress. 

Cholecystic disease may manifest its presence by: 

1. Symptoms caused by the inflamed gall bladder 
itself, which include localized distress, pain, tender- 
ness, and rigidity of the muscles in the right upper 
quadrant of the abdomen arising from the infected 
wall of the gall bladder. 

2. Symptoms arising from gall stones blocking a 
bile duct. 

3. Symptoms due to the influence of a diseased 
gall bladder on neighboring viscera. 

The authors conclude that complicated cholecystic 
disease usually produces a syndrome which so defi- 
nitely focuses attention on the region of the gall 
bladder that the diagnosis is made without difii- 
culty. 

Subacute duodenal ulcer, duodenitis, and sub- 
acute perforating duodenal ulcer frequently produce 
a syndrome which may simulate that caused by dis- 
ease of the gall bladder. The pain may be in the 
right upper quadrant and referred upward over the 
region of the liver, and there may be associated flatu- 
lence and qualitative food distress. However, the 
history usually includes sufliciently characteristic 
manifestations of ulcer, such as distress late after 
meals, food ease, soda ease, and periodicity to make 
the diagnosis possible. 

In considering the history it is important to com- 
pare the present attacks of dyspepsia with previous 
gastro-intestinal exacerbations. 

By the judicious evaluation of data obtained from 
the history, roentgenological investigations, and 
laboratory aids such as the icterus index, determina- 
tion of the serum bilirubin, and occasionally studies 
of the duodenal contents, the differential diagnosis 
of cholecystic disease and duodenal ulcer is usually 
possible. 


Andrews, E., and Hrdina, L.: Hepatogenous Chole- 
cystitis. Arch. Surg., 1931, Xxiii, 201. 

The comparative richness of the bacterial flora of 
the liver has suggested that the bacteria may be car- 
ried from the liver to the gall bladder in the lymph. 
In dogs, an anaérobic organism, the Welch bacillus, 
is commonly present in the liver and is a most fre- 
quent cause of bile peritonitis and cholecystitis. 

The authors report experiments carried out on 
twenty-five dogs in which biliary stasis was pro- 
duced by ligating the cystic or common duct or both. 
The dogs were killed by electrocution at various 
stages of the stasis, cultures of the bile and histo- 
logical examinations of the gall bladder then being 
made. In controls it was noted that the bile was uni- 
formly sterile although the wall of the gall bladder 
was often found infected. The results of cultures in 
the cases of experimental animals were as follows: 

Of twelve dogs in which the cystic duct was 
ligated, the cultures showed the bacillus welchii in 
seven and cocci and colon bacilli in five, and were 
sterile in only two. In all of the dogs in which the 
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common duct was ligated, they showed cocci. Of 
the six dogs in which both ducts were ligated, they 
showed the bacillus welchii in five and cocci in three. 

It was quite evident that the presence of biliary 
stasis favored prompt infection of the bile and that 
the predominant flora was that of the liver, the 
anaérobic type. 

The pathological changes revealed that the result- 
ing inflammation of the gall bladder which occurred 
in about two-thirds of the animals was undoubtedly 
of hepatic origin. In the early stages of the cholecys- 
titis the inflammation was confined to the hepatic 
surface of the gall bladder, the peritoneal or free side 
being quite normal. In all cases the mucosa was the 
last coat to become involved. The earliest lesions 
were in the margins of the liver adjacent to the gall 
bladder and in the space between the gall bladder 
and the liver. Infection of the muscle wall of the 
gall bladder soon occurred. Bacteriological examina- 
tion showed numerous Welch bacilli as well as cocci. 

In conclusion the authors state that biliary stasis 
is a factor in the production of cholecystitis, the in- 
fection making its way into the gall bladder from the 
liver. Especially in the early stages the characteris 
tic flora is that of the liver. It is in the acutely in- 
flamed or gangrenous gall bladder that the bacillus 
welchii is most often encountered. 

WILLiAm J. TANNENBAUM, M.D. 


MISCELLANEOUS 
Wood, W. B., and Wood, F. G.: Congenital Eleva- 
tion of the Diaphragm. Lavcel, 1931, ccxxi, 392. 
Congenital elevation of the diaphragm is due to 
faulty development of the organ, as the result of 
which the diaphragmatic dome on one side, usually 
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the left, forms a sac bulging upward into the thorax 
and containing displaced abdominal viscera. 

The diaphragm is raised also in pregnancy and in 
many pathological conditions such as ascites, sub- 
phrenic abscess, pulmonary tuberculosis (especially 
that of the fibroid type), fibroid lung, atelectasis, 
pulmonary neoplasm, and paralysis of the phrenic 
nerve due to disease, trauma, or operation. Tem- 
porary elevation of doubtful origin may occur as the 
result of trauma. 

In the living, the malformation is generally dis- 
covered by chance during roentgen examination or 
operation. While in some cases it is associated with 
dyspnoea and dyspepsia, it has no characteristic 
symptoms and often causes no discomfort. 

No curative treatment is possible. If gastric dis- 
orders develop, symptomatic treatment is obviously 
indicated. Howarp A. McKnicut, M.D. 


Pozzi, G.: A Contribution to the Study of Retro- 
peritoneal Cysts Originating from the Wolffian 
Body (Contributo allo studio delle cisti retro- 
peritoneali di origine wolfliana). Clin. chir., 1931, 
vii, 699. 

In the first part of this article Pozzi reports a case 
in which operation for a broken-down tuberculoma 
of the caecum disclosed also a huge retroperitoneal 
cyst between the tail of the pancreas and the left 
kidney. He then discusses the difliculties met in the 
diagnosis of a lesion of the latter type and describes 
the surgical procedure carried out in the case 
reported, which resulted in complete cure. 

The second part of the article consists of a de- 
tailed discussion of cysts of woltiian origin which 
is supplemented by numerous illustrations in black 
and white and in color. EuGenre T. Leppy, M.D. 
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Neef, F. E.: Principles and Technique Involved in 
the Present-Day Treatment of Cancer of the 
Uterine Cervix. Surg., Gynec. & Obst., 1931, iii, 
241. 

A five-year cure of cervical carcinoma is obtained 
by radiotherapy in about 36 per cent of operable 
cases, 26 per cent of borderline cases, and 16 per 
cent of advanced cases. In early carcinoma the re- 
sults of radiological methods have not as yet sur- 
passed those of surgery (five-year cure in 40.5 per 
cent of cases), but radium technique is still capable 
of being greatly improved. The chief essential is the 
uniform, not focal, destruction of the primary growth 
and its more inaccessible outlying parts. 

The average cancer of the cervix includes about 36 
cm. of primary tumor bed. If from 0.9 to 1 mc. must 
be delivered as a lethal dose to each cubic centimeter 
of this tissue, a total dosage of from 4,300 to 4,800 
mc.-hr. will be required to destroy solely the zone 
from which the tumor grows and will be inadequate 
to reach its extensions and secondary deposits along 
anatomical lines of regional drainage. 

Seed implantations alone are too feeble for the 
treatment of the secondary field and produce a bar- 
rier sclerosis before the invading carcinoma has been 
completely destroyed. Catalysis of cancer cells, not 
their incarceration in connective tissue, is the 
desideratum. The usefulness of implants and gold 
needles containing radium is limited to particular 
problems. 

The issue should be met by a standardized pro- 
cedure which can be followed as a routine. The 
irradiation of the growth is attained by the intra- 
pelvic and extrapelvic routes. Intrapelvic treatment 
resolves itself into the intra-uterine and vaginal ap- 
plication of radium. The author’s method of intra- 
uterine treatment, dosage, screening, and special 
form of vaginal applicator are described. 

Extrapelvic treatment is given by means of the 
gamma-ray pack or high-voltage X-rays and must be 
sufficiently diffuse and intensive to cause complete 
catalysis of the cancer before much time has elapsed 
and widespread sclerosis appears. The portals of 
entry for both methods are described, and the clini- 
cal reactions, variations in radiosensitivity, and local 
and pelvic changes following radiotherapy are dis- 
cussed. Auice F. MAxwe t, M.D. 


Held, E.: A Contribution on the Radium Treat- 
ment of Cancer of the Cervix (Contribution 4 la 
curiethérapie du cancer du col). Rev. frang. de 
gynéc. el d’obst., 1931, XXVi, 373- 


This article summarizes the experience with ra- 
dium treatment of carcinoma of the cervix at the 
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Gynecological Clinic of Geneva in the period from 
1914 to 1930. 

Since Abbé cured a cancer of the cervix in 1904, 
the value of radium in this condition has been vari- 
ously appraised. In France, Wickham, Degrais, 
Chéron, Duval, Favre, and Dominici obtained last- 
ing cures and made important contributions to the 
technique of dosage and filtration. The method was 
promptly taken up in Germany and Austria by 
Bumm, Doederlein, Kronig, Menge, Schauta, 
Wertheim, and others, who employed it with much 
enthusiasm. In the latter countries, however, a 
reaction to radium treatment set in during and after 
the war and operative treatment was revived in a 
certain measure. 

At the present time essentially the same methods 
are in use in the various clinics throughout the world 
and, with minor variations, the results everywhere 
are much the same. The impression is gained that 
little more is to be expected from the therapeutic 
resources now available. 

In reporting his own experience the author first 
considers the age incidence of cancer of the cervix. 
The curve shows that, appearing first between the 
ages of twenty-one and twenty-five years, the fre- 
quency of the lesion progressively increases to be- 
tween the forty-fifth and fiftieth years and then 
decreases, about as quickly as it increased, to the 
maximum age of eighty years. Cancer comes under 
the observation of the physician earliest in the cases 
of young women, but in these cases the prognosis is 
nevertheless more grave than in those of older 
women because the tumors are more malignant in 
the young. 

The operability of cancer of the cervix as given by 
surgical clinics and radium institutes varies widely, 
but for cases of Grades 1 and 2 considered together 
it is generally reported as being between 4o and 50 
per cent. Of the author’s series of cases, 29.25 per 
cent were operable. However, in the period between 
1914 and 1925 only 16 operations were performed. 
Eleven of the patients treated surgically were also 
irradiated. The total number of cases was 286. Be- 
tween 1926 and 1930, 4 of 90 cases were operated 
upon. 

During the periods cited, certain changes were 
made in radium therapy. The number of treatments 
was gradually reduced to 2 of forty-eight hours each 
with an interval of about a month. The dosage was 
increased until today it approaches 10,000 mgm.-hr. 
With a relative increase in the vaginal application, 
bladder reactions have become increasingly frequent. 
The necessity for sufficient filtration was recognized 
from the first. Reduction of filtration in recent years 
rendered the results less favorable. In general, the 
filtration now used is equivalent to 3 mm. of lead 





s.enaieaiwme& 8 & 





904, 
rari- 
rais, 
ast- 
the 
was 


uta, 
uch 


4 
fter 
na 


ods 
orld 
ere 
hat 
itic 


irst 
ix, 
the 
re- 
be- 
len 
the 
der 
ses 
3 is 
ler 


by 
ly, 
1er 


er 
en 
od. 
Iso 
e- 
ed 


re 


irs 


ad 








(1.5 mm. of platinum) plus a cork or rubber con- 
tainer. In 5 of the cases reviewed intra-abdominal 
applications were made by Delporte’s method, but 
this number of cases is not sufficient to warrant con- 
clusions as to the value of the procedure. The author 
shows the evolution of the technique employed at 
Geneva by means of a table. 

In the period from 1914 to 1925 a five-year cure 
was obtained in 14.7 per cent of the cases. The in- 
cidence of cure in different grades of malignancy was 
as follows: 


Cure 
Grade Cases % 
EE OO EEE EOE Te ee errs 23 47.8 
NOR reas San Cente ke De Ser eee ae Re RC 30 17.9 
OPERA a LO eT RE ee 80 15.0 
Beata ig nis tie wien Bia hwiele WNW BS ew winery Nie a'a 75 2.7 


Between 1925 and 1930, radium alone was used in 
86 cases and resulted in a cure in 18.6 per cent. 

Three fatalities are recorded. One was due to 
septicemia, 1 to perforation of the uterus, and 1 to 
generalized peritonitis. Minor accidents such as a 
slight febrile reaction were frequent. Occasionally 
necrotic plaques develop in the vagina. These are 
slow to heal, but have no serious effects. Vesico- 
vaginal fistulz are usually due to destruction of neo- 
plastic tissue which has infiltrated the septum. How- 
ever, this is not always the case. Ulceration and 
stenosis of the rectum may occur without carci- 
nomatous infiltration. Not infrequently the stenoses 
become corrected spontaneously with time. 

Theoretically, the treatment of cervical cancer 
should be individualized, but practically this is im- 
possible because, in spite of the extensive study of 
recent years, the radiosensitivity of the neoplasm 
and of the normal tissue remains largely unknown. 

It is the present practice to apply an equal amount 
of radium to the uterine canal and the vagina, a 
total of 7,200 mgm.-hr. over a period of six days. In 
the uterus the rays are filtered with 1 mm. of plati- 
num plus rubber, and in the vagina, with 1.5 mm. 
of platinum plus 5 mm. of cork. The apparatus of 
Regaud has been adopted. After from six to eight 
weeks, X-ray treatments are given, 21,000 R. Salo- 
mon being applied in from 30 to 40 seances over a 
period varying from a month to six weeks. 

In the primarily operable cases and those which 
have become operable, an extensive vaginal hyster- 
ectomy is performed. ALbert F’. De Groat, M.D. 


Maluschew, D.: The Schauta-Stoeckel Vaginal Op- 
eration for Cancer of the Cervix (Zur Schauta- 
Stoeckelschen vaginalen Collumcarcinomoperation). 
Zentralbl. f. Gynaek., 1931, Pp. 1914. 


After bilateral paravaginal incisions the author 
has often seen necroses and sometimes even persist- 
ent suppuration in the incisional wounds. Therefore, 
to obviate these incisions, he dilates the vaginal in- 
troitus with an automatic dilating speculum which 
he has devised. This instrument is applied after the 
vaginal flap has been formed and the vagina is 
gently and gradually spread until a dilatation of 
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from 8 to 10cm. has been obtained. Since the vagina 
is shortened at the same time, the field of operation 
is well exposed. With patience, even the atrophic 
vagine of nullipare may be dilated sufficiently. 
Only in cicatricially shrunken vagine is the dilating 
speculum inapplicable. 

In a case in which the ureter was cut during the 
radical vaginal operation the author freed it for a 
distance of several centimeters and, after twisting it 
on its long axis several times as recommended by 
Potem, sewed it to one side to the connective tissue 
of the pelvis. At autopsy eight days later, after 
death from sepsis due to necrosis and suppuration 
of the paravaginal incisions, the 5-cm. section of 
twisted ureter, shrunken down to a delicate strand, 
was found grown firmly to the wall of the pelvis. 

Mobility of the uterus is sometimes diminished by 
inflammatory infiltration of the ligaments and by 
adhesions. Therefore the author opens into the peri- 
toneal cavity through the vesico-uterine peritoneal 
fold at once, withdraws the fundus of the uterus, 
separates the adnexa and ligaments between liga- 
tures, and then replaces the uterus in the abdominal 
cavity. After this mobilization of the uterus the rest 
of the operation, ligation of vessels, isolation of the 
ureters, and dissection and removal of the para- 
metrium, is easier. H. H. Scum (G). 


Koenig, K., and Chatillon, F.: Radium Therapy in 
Non-Cancerous Diseases of the Uterus (La 
curiethérapie des affections non cancéreuses de 
Vutérus). Rev. frang. de gynéc. et d’obst., 1931, XXVi, 
353 

With the exception of some extensive statistics 
published in the United States, the literature of 
radium therapy in benign lesions of the uterus has 
been rather sparse during the past ten vears. Since 
the authors’ report in 1921, sufficient time has 
elapsed to allow an accurate estimate of the value of 
the method. 

In all except one of the eighty-six cases reviewed 
the radium was used for hemorrhage due to fibro- 
myoma or some other cause exclusive of decidual 
endometritis, ovarian cyst, and pelvic inflamma- 
tion. 

In the indications, age is of the utmost importance. 
Because of the difficulties of exact dosage, the 
authors have always maintained that in the cases of 
young women radium irradiation should be used 
only as a last resort. Radium irradiation has been 
employed in virginal metrorrhagia to regularize the 
function of the endometrium chiefly in America. Up 
to the present time most French gynecologists have 
reserved it for exceptional cases. A very small dose 
of radium may be followed by amenorrheea, and it is 
impossible to foretell the final result. Siredey’s dic- 
tum, ‘“‘In the cases of young women an application 
of radium is always a grave measure and should be 
considered only after the failure of other therapeutic 
procedures” is still valid. The study of various 
reports shows that there is no standard dose as the 
effects are very different in different patients. 





Of the authors’ series of cases, only five were those 
of young women. These cases were as follows: 

Case 1. The patient was a girl nineteen years old. 
Curettage revealed endometrial hyperplasia. An 
application of 720 mgm.-hr. of radium was followed 
by amenorrhoea and a watery discharge. Ten years 
later the patient was menstruating only once a year, 
but otherwise was normal and pelvic examination 
was negative. 

Case 2. The patient was a woman thirty-six years 
old who had a fibroid uterus the size of a two months’ 
pregnancy. The application of 1,800 mgm.-hr. of 
radium reduced the menstrual bleeding to within 
normal limits and relieved the dvsmenorrhoea. The 
patient passed through a normal menopause at the 
age of forty-two years. The result may be considered 
excellent. 

Case 3. The patient was a thirty-eight-year-old 
woman with interstitial endometritis and a large 
uterus. Treatment with 680 mgm.-hr. of radium 
irradiation produced an amenorrhcea of eight 
months’ duration. Eventually, normal menstrua- 
tion was restored. 

Case 4. The patient was a girl sixteen years old 
who was suffering from anamia due to severe hamor- 
rhages and from neurasthenia. To avoid hysterec- 
tomy, a dose of 672 mgm.-hr. of radium irradiation 
was given. Normal menstruation was restored. 
Five years later the patient married and became 
pregnant. On the occasion of a spontaneous abor- 
tion in the sixth month, the attending physician was 
unable to evacuate the uterus and performed a low 
cwsarean section. The operation revealed a stenosis 
of the internal os due in part to cicatricial narrowing 
and in part to a ring of submucous fibroids. 

In a certain number of cases radium treatment is 
followed by pregnancy, but in a large proportion the 
pregnancy fails to go to term. Asa whole, the results 
with regard to reproduction are decidedly poor be- 
cause of imperfections of the ova. When an infant 
arrives at term one cannot be sure that it will be 
normal. Therefore the desirability of pregnancy is 
to be questioned. 

Radium therapy finds its most legitimate field of 
application at the approach of the menopause. The 
possibility of cancer must always be eliminated by a 
thorough diagnostic curettage. 

The usual cause of hemorrhage is endometrial 
hyperplasia, whether or not fibroids are present. 
When irradiation is considered for fibroids, the 
uterus must not exceed the volume of a three 
months’ pregnancy and must conserve its general 
form. Freedom from malignancy and inflammatory 
lesions of the adnexa must be assured. When the 
patient is near the menopause, the aim of the treat- 
ment is the production of amenorrhoea; in the cases 
of younger women it is reduction of the menstrual 
flow to normal limits. The reproductive capacity is 
best preserved by myomectomy. 

The contra-indications to radium irradiation are 
a voluminous tumor, pressure symptoms, degen- 
erating tumors, and submucous or subserous fibroids. 
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The single application has been universally 
adopted. Small repeated doses are used only in 
cases in which it is desirable to avoid an artificial 
menopause. It is generally believed that filtration 
should be sufficient to eliminate all but the hard 
rays, but Gauss and Friedreich obtained identical 
results regardless of the degree of filtration. When 
sufficient quantities of radium are available, external 
irradiation is most satisfactory. The technique of 
application as described in detail by the authors 
differs in no essential from the methods standard in 
France. 

The authors report the cases of several women at 
about menopause age. There were no complications 
except in one case in which an acute pelvic perito- 
nitis requiring drainage developed. In the case of a 
patient with several submucous fibroids the results 
were negative. In two cases small doses of radium 
failed to produce a satisfactory effect. 

Acbert F. Dr Groat, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Hoffmann, P.: A Case of Carcinoma of the Ovary 
with Metastases in the Thyroid Gland and 
Basedow Symptoms (Fin Fall von Ovarialcarci- 
nom mit Metastasen in der Schilddruese und Base- 
dowsymptomen). Bratislav. lek. Listy, 1931, xi, 207. 

This is the report of a case of ovarian carcinoma 
in which autopsy disclosed metastases in the liver 
(which was enormously enlarged, weighing about 
6,000 gm.) and in the thyroid gland. Histologically, 
the growth proved to be a cystadenocarcinoma. 
The case is interesting not only because of the 
metastases in the right lobe of the thyroid gland and 
definite Basedow symptoms, but also because of the 
presence of a lipoma and several cutaneous nevi. 
It was an example of the occurrence of a number of 
heterogeneous tumors in the same _ individual. 
Kaufmann says that metastasis to the thyroid is 
rare. Wegelin has frequently found metastases in 
the thyroid but only in cases of endemic struma. 
The metastases seen by Wegelin occurred in adeno- 
matous nodules and only in a small percentage of 
cases in the normal parenchyma of the gland. Older 
views ascribe the metastases at this site to altered 
chemical processes in the gland, but Naegeli 
ascribed them to regressive changes such as necroses 
and hemorrhages. Wegelin ascribed them to al- 
tered circulatory conditions of the blood and lymph 
favoring deposition of the tumor cells in the capil- 
laries and tissues in this region. 

In the case reported by the author the metastasis 
occurred in an adenomatously degenerated struma. 
The patient was a woman twenty-six years old. 
Autopsy disclosed a tumor the size of a child’s head 
in the right ovary. The neoplasm had a nodular 
surface and was made up of cysts containing an 
oily, cloudy fluid. The left ovary was much smaller 
than the right, but much larger than normal and 
also showed cystic degeneration. The histological 
diagnosis was cystadenocarcinoma of the right 
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ovary with metastases in the parametrium, the liver, 
and the thyroid gland. The unusual feature of the 
case was the Basedow syndrome. 

Mori reported about twelve examples of Basedow’s 
disease with primary tumor of the thyroid (Frank- 


furt. Ztschr. f. Path., t9t3), but only one case of 


secondary tumor (autopsied by Schultze and 
reported by Hirschfeld). In Henke-Lubarsch’s book 
a case of hypernephroma with metastasis in the 
thyroid is reported (Klose). The author discusses 
the theories regarding Basedow’s disease (neurosis 
and pluriglandular disease). In some cases of 
Basedow’s disease the genital organs exhibit a 
primary hypoplasia. These changes apparently 
exert an influence on the hyperplasia or subinvolu- 
tion of the thymus. The constitutional make-up 
also plays an important réle. Opinions differ as to 
whether Basedow’s disease is a hyperfunction or a 
dysfunction. The author agrees with Kocher that 
it is not worth while to argue about whether it is a 
hyperthyreosis or a dysthyreosis as these are merely 
terms, not clear-cut definitions. Mori ascribes the 
Basedow symptoms in cases of metastasis in the 
thyroid to the accumulation of colloid substances, 
the extensive and rapid growth of the tumor metas- 
tases, and the increased vascularization with its 
more extensive distributory channels. The author’s 
case agrees in every detail with Mori’s theories. 
Klose ascribes the thyrotoxic symptoms to so-called 
basedowification of the struma caused by the toxic- 
irritative influence of the metastases on the paren- 
chymal cells. Wegelin believes that the nervous 
disposition of the individual is of more importance 
than the other influences mentioned. In his opinion, 
the presence of adenomatous nodules is not neces- 
sary for the development of the hyperthyrosis as 
the adenomatous nodule is not very active func- 
tionally; the condition is induced rather by the 
metastases in the parenchyma. 
Virma J. Rasxovicé (G). 


MISCELLANEOUS 


Mayer, A.: Thrombosis and Embolism from the 
Standpoint of the Gynecologist (Thrombose und 
Embolie vom Standpunkt des Gynaekologen aus). 
Muenchen. med. Wehnschr., 1931, i, 179. 

Mayer discusses the increase of thrombosis and 
embolism, the causes of the increase of thrombosis, 
predisposition to thrombosis, the clinical syndrome 
of thrombosis and embolism, prophylaxis against 
thrombosis and embolism, and the treatment of pul- 
monary embolism. 

Since the year 1926 an increase in the incidence 
of thrombosis and embolism has been noted by some 
surgeons and has been attributed to the influenza 
epidemic of 1923 and 1924. Others believe, however, 
that the increase is only apparent. 

The gynecological literature has few reports on 
this subject and these few differ widely from one 
another. To obtain statistics of value the separation 
of obstetrics from gynecology and of laparotomies 
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from vaginal operations is necessary. In his own 
clinic Mayer has established the fact that in the 
post-war period the incidence of puerperal throm- 
bosis, which has always been high because of the 
frequency of varices, has remained about the same, 
but that puerperal embolism has increased threefold. 
Puerperal thrombosis has shown no distinct increase 
since 1926, whereas embolism has doubled or trebled 
in both the obstetrical and the gynecological divi- 
sions. These findings speak against an apparent in- 
crease. Similar observations have been made in 
other clinics (Bonn and Koenigsberg). 

Serious consideration should therefore be given to 
constitutional changes due to physical and psychic 
exhaustion caused by the war and deterioration of 
the female constitution manifested by an increase 
in the incidence of weak labor pains, late puberty, 
and genital infantilism. The blood and vascular 
systems also become deteriorated. 

Pregnancy with its associated development of 
varices especially favors thrombosis, and laparoto- 
mies, the most common operations performed on 
women, are done below the diaphragm where the 
danger of thrombosis is increased. Operations for 
carcinoma, myoma, and prolapse are the most likely 
to be followed by thrombosis. Thrombosis hardly 
ever occurs before puberty and is very rare up to 
the age of twenty years. Mahler’s pulse has not 
proved to be a reliable premonitory sign. The author 
believes that a subfebrile temperature is more de- 
pendable. Seasonal or meteorological factors have 
not been demonstrated. 

The fact that fever is not found at all times proves 
that thrombosis is not always of infectious origin. 
Pain in the sole of the foot is considered characteris- 
tic. Thrombosis of the femoral vein may occur with- 
out a perceptible swelling of the extremity; it de- 
velops usually at the end of the first week or during 
the second week. 

These remarks apply also to emboli, the frequency 
of which is probably much greater than can be dem- 
onstrated. Most emboli arise from occult forms of 
thrombosis; embolism after thrombosis of the saphe- 
nous vein is rare. Infectious thromboses lead to 
eclampsia less often than non-infectious thromboses. 

In the prophylaxis of thrombosis and embolism 
particular consideration must be taken of diseases 
of the heart. The evaluation of gymnastics for 
prophylaxis is not uniform. In treatment, Mayer 
continues to elevate the extremity and to use the 
foot rolls described by Payr. He usually keeps the 
patient with thrombosis of the femoral artery in bed 
for three weeks, but in some cases for only fourteen 
days. 

For the treatment of pulmonary embolism Mayer 
prefers morphine. He gives cardiac remedies only 
occasionally. Gynecologists have been reserved in 
the use of Trendelenburg’s operative treatment of 
pulmonary embolism, as the diagnosis is often diffi- 
cult and in half of the cases in which the condition 
is recognized with certainty the necessary time is 
lacking. Moreover only one-fourth of the cases are 
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suitable for the operation and it is very difficult to 
determine—as must be determined before the opera- 
tion is attempted—whether the condition is due to 
one embolus or to several emboli. The operation is 
most justifiable when the patient is in a dying 
condition. H. Fuerts (G). 


Westman, A.: Investigations of the Results of the 
Operative Treatment of Prolapse of the Female 
Genital Organs (Untersuchungen ueber die Re- 
sultate der operativen Behandlung des weiblichen 
Genitalprolapses). Acta obst. ct gynec. Scand., 1931, 
xi, 264. 

The author reviews all of the cases of vaginal pro- 
lapse which were operated upon in the gynecological 
clinic of the Allmanna Barnbérdshuset, Stockholm, 
in the period from 1917 to 1930 inclusive. This work 
is a continuation of the review published by Forssner 
in 1913 and by Ahlstrém in 1920. 

In the period cited, 288 women were operated 
upon. The report of the results of the operations is 
based on the follow-up of 258 patients, 182 of whom 
filled out questionnaires and 76 of whom were sub- 
jected to physical examination. 

On the basis of the operative technique employed 
the cases are divided into the following groups: 

Group 1. This group included 157 cases treated 
by anterior colporrhaphy with suture of the bladder 
to the cervix, high amputation of the cervix, and 
high colpoperineorrhaphy with suture of the levator 
muscle. The primary operative mortality was 1.3 
per cent. Of 140 patients followed up, 89.3 per cent 
were free from symptoms, 8.6 per cent had slight 
discomfort, and 2.1 per cent had considerable dis- 





comfort. Of 37 patients who were re-examined, a 
perfect postoperative result was found in 94.6 per 
cent. Group 1 included a larger percentage of cases 
of advanced prolapse than the other groups. 

Group 2. In this group there were 69 cases in 
which interposition (Schauta-Wertheim) and colpo- 
perineorrhaphy were done. The primary operative 
mortality was 4.3 per cent. Of 61 patients followed 
up, 85.2 per cent were free from symptoms, 6.6 per 
cent had slight discomfort, and 8.2 per cent had 
considerable discomfort. Of 15 patients who were 
subjected to physical examination, a perfect post- 
operative result was found in 8o per cent. 

Group 3. This group consisted of 33 cases treated 
by anterior colporrhaphy and colpoperineorrhaphy, 
The primary operative mortality was 3 per cent. 
Of 31 patients followed up, 70.9 per cent were free 
from symptoms, 22.6 per cent had slight discomfort, 
and 6.5 per cent had considerable discomfort. Of 
I5 patients who were re-examined, a perfect post- 
operative result was found in 66.7 per cent. 

Group 4. This group included several types of 
cases in which various operations were done. 

In recent years the results of the operative treat- 
ment of prolapse have been improved. The im- 
provement is ascribed to more general use of the 
technique employed in the cases of Group 1. This 
technique is of advantage because the danger of re- 
currence is reduced by the suture and fixation of the 
bladder to the cervix, the high amputation of the 
cervix which causes scars in the parametrium that 
fix and support the uterus, and the high colpo- 
perineorrhaphy with levator suture which forms a 
strong supporting rectovaginal septum. 
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PREGNANCY AND ITS COMPLICATIONS 


Brouha, L., and Hinglais, H.: The Diagnosis of 
Pregnancy by the Brouha-Hinglais-Simonnet 
Reaction (Le diagnostic de la grossesse par la re- 
action de Brouha-Hinglais-Simonnet). Gynéc. et 
obst., 1931, XXiV, 42. 


This modification of the Aschheim-Zondek test 
for pregnancy utilizes immature male instead of im- 
mature female mice. It depends upon hypertrophy 
of the seminal vesicles produced by injecting the 
urine of pregnant women subcutaneously. The tech- 
nique consists of daily injections of 0.3 c.cm. of urine 
over a period of from eight to ten days. The hor- 
mone of the anterior lobe of the pituitary gland pres- 
ent in the urine produces hypertrophy of the seminal 
vesicles which is first manifested forty-eight hours 
after the first infection. The test is best read at the 
end of ten days, although in cases in which a more 
rapid diagnosis was desired, the authors obtained 
satisfactory results at the end of the sixth day. Toxic 
urines (especially in cases of intra-uterine death of 
the fetus) not infrequently kill the animals. By 
treating such urine samples with ether, according to 
the method recommended by Aschheim and Zondek, 
the toxic elements are removed. 

In a series of 401 cases the authors obtained an 
accuracy of 99.7 per cent. The 1 false positive reac- 
tion was attributed to a technical error. The earliest 
positive diagnosis was made on the fifth day follow- 
ing the expected date of menstruation. Positive 
reactions are obtained in uninterrupted intra-uterine 
and extra-uterine pregnancy as well as in cases of 
hydatidiform mole and chorionepithelioma. The 
positive reaction disappears from four to eight days 
after delivery. In the presence of intra-uterine fetal 
death a positive reaction persists as long as the pla- 
cental elements continue to function. In 1 case a 
positive reaction persisted for two months after the 
death of the fetus. In cases of mole pregnancy the 
amount of hormone present in the urine greatly sur- 
passes that excreted during normal pregnancy. The 
persistence of a positive reaction after expulsion of a 
mole signifies continued chorionic proliferation and 
possibly malignant degeneration. In the cases of 
normal non-pregnant women and women suffering 
from gynecological diseases the test was negative. 

The authors report further studies made to deter- 
mine the period of puberty of the male mouse by 
comparing the weights of the seminal vesicles and 
the body weights over a period of from thirty to 
seventy days. These weights were compared also 
with those of animals receiving daily injections of 
urine from pregnant women and those receiving in- 
Jections of urine from non-pregnant women. The 
results are summarized as follows: 
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1. In the great majority of the animals, puberty 
(as indicated by the weight of the seminal vesicles) 
occurred between the fifth and sixth weeks. 

2. There was no definite relationship between age 
and body weight and therefore no relationship be- 
tween body weight and the weight of the seminal 
vesicles. 

3. A striking increase in the size and weight of 
the seminal vesicles followed injections of urine from 
pregnant women. 

4. The weights of the seminal vesicles of animals 
receiving daily injections of urine from non-pregnant 
normal women did not differ from those of animals in- 
jected with urine from non-pregnant women with 
gynecological diseases nor from those of animals 
receiving no injections. 

The authors conclude that the age of the animal is 
of greater importance than its body weight. When 
the age is uncertain, they consider it unwise to use a 
mouse weighing more than 1o gm. They believe 
that the method described is more accurate than the 
original method of Aschheim and Zondek which 
utilizes immature female mice. 

HaArocp C. Mack, M.D. 


Naeslund, J.: Investigations of the Passage of 
Nitrogenous Substances from the Fetus to the 
Mother (Untersuchungen ueber den Uebergang 
N-haltiger Stoffe vom Foetus auf die Mutter). Ac/a 
obst. et gynec. Scand., 1931, Xi, 293. 

The author reports studies of the protein and 
water content of the serum and the fibrinogen con- 
centration in the blood of the mother and child. 

In the case of the mother the determinations 
were made on blood specimens taken shortly be- 
fore, during, and shortly after delivery. In the case 
of the child, they were made on blood from the 
umbilical vein and the umbilical artery taken simul- 
taneously with the specimens of the mother’s blood 
at the time of delivery. 

In a few cases the mother was given preliminary 
treatment consisting in the administration of a pep- 
tone solution by mouth or an injection of creatinine 
or a solution of sodium chloride a short time be- 
fore delivery. 

The results of the determinations of the protein 
in the serum, which were made in forty-seven cases, 
were as follows: 

At the time of delivery the serum protein was 
usually much higher in the mother than in the 
child, particularly in cases in which labor was brief 
and energetic. The mean value of the mother’s 
blood was 82 per mille as against 60.6 per mille in 
the blood from the umbilical vein and 61.9 per mille 
in the blood from the umbilical artery. When labor 
was protracted or the pains were weak, possibly 
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under the influence of deep narcosis, the serum pro- 
tein content in the mother’s blood was not so high. 
In cases of nephropathy the serum protein in the 
blood of the mother at delivery was comparatively 
low. Neither these factors nor asphyxia of the fetus 
appeared to influence the protein content of the 
blood of the fetus, which was more constant than 
that of the mother. 

The water content of the serum of the different 
blood specimens was determined in ten cases. It 
was found that in the mother’s blood the water con- 
tent of the serum was much lower (mean value 89.8 
per cent) than in the fetus (mean value for blood 
from the umbilical vein, 92.1 per cent; mean value 
for blood from the umbilical artery, 91.9 per cent). 
It is evident that the water and protein content of 
the serum of the same blood specimen are closely 
correlated so that if the water content is low the 
protein concentration will be correspondingly high 
and vice versa. 

The variations in the protein content of the serum 
are therefore probably due to changes in the water 
content of the blood brought about by the acquisi- 
tion or loss of water by the blood. 

Determinations of the fibrinogen content of the 
blood plasma of the mother and child were made in 
twenty-one cases. At the time of delivery the amount 
of plasma fibrinogen was much higher in the blood 
of the mother (mean value 3.4 per mille) than in 
the blood of the child. In the child, the values in 
the blood from both the umbilical vein and the um- 
bilical artery remained around o.9 per mille whether 
the content of fibrinogen in the mother’s blood rose 
or fell. The changes in the fibrinogen content of the 
blood plasma appeared to have no relation to the 
changes in the concentration of the serum protein. 


Collip, J. B., Thompson, D. L., Browne, J. S. L., 
McPhail, M. K., and Williamson, J. E.: Pla- 
cental Hormones. Endocrinology, 1931, xv, 315. 

The authors state that acetone extracts of human 
placenta contain at least 2 active substances besides 
ether-soluble cestrin. The alcohol-soluble fraction, 
emmenin, is active when given by mouth and causes 
premature oestrus in immature female rats. In mod- 
erate doses it has no action on the oestrus cycle or 
the weight of the ovaries of adult female rats and no 
action on males or castrates. The alcohol-insoluble 

fraction is not active when given by mouth. In im- 

mature female rats it causes premature oestrus with 

growth of the ovaries to the normal adult size. In 
males it promotes growth of the prostate and semi- 
nal vesicles. The simultaneous administration of the 

2 fractions to female rats causes hypertrophy and 

luteinization of the ovaries with suppression of the 

cestrus cycle. The methods of purification and the 
clinical use of these fractions are discussed briefly. 

Emmenin has been used in the treatment of dys- 
menorrhoea, oligomenorrhoea, and polymenorrheea. 

Doses of 5 c.cm. were administered orally from 1 to 

3 times daily before meals. Each cubic centimeter of 

the preparation used represented 5 day rat units. It 


was practically free from orstrin and the second 
principle. 

In dysmenorrhcea, excellent results were obtained 
in over go per cent of the cases. 

In the cases of oligomenorrhoea the majority of 
the subjects of secondary amenorrhoea responded 
very satisfactorily, whereas those with primary 
amenorrhoea or with secondary amenorrhcea of sey- 
eral years’ duration did not respond. The dosage 
used in this condition was 25 gm. of placenta 3 times 
daily until results were obtained or the treatment 
was discontinued. In a group of 40 cases an average 
of twenty-three days elapsed before menstruation 
occurred. 

In 8 cases of polymenorrhcea the interval was in- 
creased by the treatment from four to seven days. 

The anterior-pituitary-like principle was used in 
the treatment of menorrhagia and metrorrhagia. A 
stable preparation of this hormone containing 4o day 
rat units per cubic centimeter was administered 
subcutaneously in doses of t to 2 cm. daily or every 
two days. 

In most of a series of 40 cases of menorrhagia and 
metrorrhagia the excessive uterine bleeding was con- 
trolled. In the majority the periods became normal, 
but this result was not so constant as in cases of 
other types which were treated with emmenin. 

ROLAND S. Cron, M.D. 


Verdozzi, C.: A Histophysiological Study of the 
Thyroid During Pregnancy and After Parturi- 
tion (Ricerche istofisiologiche sulla ghiandola tiroide 
in gravidanza e dopo il parto). Policlin., Rome, 
1931, XXXViii, sez. med. 375. 

The author studied the thyroids of twenty guinea 
pigs in different stages of pregnancy, seven after 
parturition, and three which were unmated. In the 
first half of pregnancy the gland showed marked ac- 
tivity evidenced by hyperamia of the tissue and the 
follicles were lined by cuboidal epithelium and full 
of granular colloid. In the second half of pregnancy 
there was no definite hyperemia, the epithelium was 
lower, interfollicular islands were scarce, and the 
colloid was hyaline and reduced in amount. 

EuGene T. Leppy, M.D. 


Schroderus, M.: Renal Damage in Association 
with Pregnancy (Ueber Nierenschaedigung im 
Zusammenhang mit der Graviditaet). Acta obst. 
et gynec. Scand., 1931, xi, Supp. ili. 

Schroderus reports a clinical and statistical study 
undertaken to determine the cause of the extremely 
high incidence of pregnancy toxemia in Viipuri, 
Finland. For conditions such as albuminuria, 
nephropathy, pre-eclampsia (eclampsism), and 
eclampsia he uses the term “renal gestosis.” He 
has attempted to determine the relationship which 
these entities bear to each other. 

The study is based on 8,728 obstetrical cases ad- 
mitted to the Municipal Maternity Hospital of 
Viipuri during the period from ro18 to 1928. Among 
these there were 1,938 cases of albuminuria, 508 of 
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nephropathy, 105 of pre-eclampsia, and 145 of 
eclampsia, a total of 2,786 cases belonging to the 
renal gestosis group. These are compared with the 
obstetrical admissions to the University Clinic at 
Helsingfors, Finland, during the period from 1925 to 
1928. At Helsingfors there were only 1,543 cases of 
renal gestosis among 9,865 obstetrical admissions. 
The city of Viipuri therefore shows an incidence of 
renal gestosis which is approximately twice as high 
as that of Helsingfors. 

The author arrives at the conclusion that all types 
of renal gestosis, beginning with simple albuminuria, 
generally present the manifestations characteristic 
of the eclampsia group. In the mild forms these 
symptoms are less prominent. Schroderus considers 
simple albuminuria an early stage of renal gestosis, 
but states that a sharp distinction cannot be drawn 
between the various entities constituting the group. 

The incidence of gestoses seems subject to distinct 
regional variations. Each locality appears to have 
its characteristic incidence. Constitutional as well 
as exogenous factors appear to be responsible for the 
variations. Among the exogenous factors are cli- 
mate, seasonal changes, infectious diseases, hygienic 
conditions, medical care, physical exertion, psychic 
stimuli (especially those due to pregnancy and par- 
turition), and nutrition. By means of graphs, the 
author shows a close relationship between infections 
of the upper respiratory tract and gestosis. The 
eclampsia curve varies in different countries and 
localities. The effect of nutrition is shown by the 
fact that eclampsia was least frequent in the pa- 
tients who lived upon a meager diet. In Finland, its 
incidence was lowest during the period of famine 
from 1919 to 1920, and in Germany, during the 
starvation period of the World War. 

The frequent recurrence of renal gestosis during 
subsequent pregnancies seems to suggest the exis- 
tence of permanent renal damage. When it first 
appears, the gestosis shows more acute symptoms 
which often progress to the stage of eclampsia. In 
subsequent pregnancies it usually assumes a more 
chronic type and progresses merely to the stage of 
pre-eclampsia. In pre-eclampsia the symptoms ap- 
pear earlier during gestation and disappear later 
after parturition than in eclampsia. Fifty-five per 
cent of all patients with renal gestosis in the series 
reviewed had had some form of renal gestosis during 
a previous pregnancy. Gestoses show a definite 
tendency to recur even though the patients are en- 
tirely asymptomatic in the interval between preg- 
nancies. Predisposing causes of gestosis are pri- 
miparity and multiple pregnancy. In the cases 
reviewed, the incidence of gestosis was 1.6 times 
greater among primipara than among multipare, 
and four-fifths of all primipare with multiple preg- 
nancies suffered from some form of renal gestosis. 

It is necessary to distinguish between the toxic 
effects of pregnancy and toxic effects not related to 
pregnancy. Pregnancy appears to exert a toxic 
effect upon various organs and to be responsible for 
nephrotic changes in the kidney resulting in simple 
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albuminuria. Exogenous factors, on the other hand, 
may produce nephritis during pregnancy just as at 
other times. It is not inconceivable, therefore, that 
gestoses frequently represent a combination of 
nephrosis and nephritis. The author distinguishes 2 
main types of gestosis, the acute and the chronic, 
each of which has subtypes. 

Albuminuria, even in minimal amounts, must be 
considered an early sign of toxemia. A gradual in 
crease in albuminuria is better tolerated than a 
rapid increase. The former most often progresses 
only to the stage of pre-eclampsia, but the latter 
usually ends with symptoms of true eclampsia. 
Albuminuria is seldom absent in eclampsia, but it is 
often only a transient manifestation and may be 
easily overlooked. In pre-eclampsia the amount of 
albumin present in the urine is often greater than in 
eclampsia. 

The significance of blood-pressure changes is still 
debatable. It is still unknown whether hypertension 
is a separate entity or a manifestation of renal dam- 
age. In eclampsia, blood-pressure readings are sub- 
ject to greater variations than in pre-eclampsia. 

Albuminuric retinitis is twice as frequent in pre- 
eclampsia as in eclampsia. It occurs with particular 
frequency in multipare suffering from pre-eclampsia. 

With regard to treatment the author states that 
these conditions should all be considered as 1 group. 
The treatment of choice depends on whether the 
renal changes are primarily nephritic or nephrotic 
and whether the condition is acute or chronic. No 
single form of therapy is suitable for all cases. 

The mortality in the cases reviewed was as follows: 


Mortality 
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ere rene Sere pias ig OBR 
ME NOOR 55 5 nk oc cena wiv eS decks onan as 0.2 

WH GEStORIS. one ke ees 1.18 

AMbUMMOMG........5.6..66..55. Am oe ~ ae G30 

Nephropathy........ PP ean on ns ee pay ate eS 

Pre-eclampsia ORGS ake ig ee crater ean ae a 

WII oc vic fia 50 hoo ma cakes ; Beye 15.17 


The number of convulsions does not appear to 
affect the prognosis. Early diagnosis and treatment 
alone will reduce the present high mortality of ec- 
lampsia. Eclampsia can be prevented only in the 
sense of early diagnosis and early termination of the 
pregnancy. 

Renal gestosis is responsible also for a large num 
ber of fetal deaths even in cases of simple albu- 
minuria. The fetal mortality may be considerably 
lowered by early treatment of the condition and the 
premature induction of labor even in mild cases. 

Harotp C. Mack, M.D. 


LABOR AND ITS COMPLICATIONS 


Moron, R. B.: The Period of Dilatation (E1 periodo 
de dilatacién). Semana méd., 1931, XXXviii, 338, 425, 
517- 

Following a review of the mechanism of normal 
dilatation of the cervix in labor, the author discusses 
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pathological dilatation from lack of physiological 
function. 

Dilatation of the cervix is both an active and a 
passive phenomenon. The active part of it is 
brought about by contraction of the longitudinal 
muscle fibers of the cervix exercising traction on the 
circular and oblique fibers, and the passive part of it 
by the pressure of the fetus. The active phase of 
contraction of the corpus of the uterus corresponds 
to passive relaxation of the cervix. Apparently there 
is an antagonism between the action of the corpus 
and the action of the cervix, but actually there is a 
strict synergy. Functional synergy between the 
corpus and the cervix brings about normal dilata- 
tion. If this synergy is disturbed and the contrac- 
tion of the corpus is transmitted to the cervix, the 
cervix may become congested so that dilatation is 
impossible. 

There may be insufiiciency or weakness of any of 
the factors that normally bring about dilatation of 
the cervix. Opinions differ as to the time normally 
required for dilatation, but a period of more than 
eighteen hours in the cases of primipare and of more 
than nine hours in the cases of multipara may be 
considered abnormal. Contractions may be weak or 
insufficient during the dilating period. Weakness 
may be caused by deficiency of the hormones that 
normally stimulate the progress of labor, functional 
or anatomical inferiority of the musculature of the 
uterus, insufficient stimulation of the nerve centers 
controlling labor, or obstacles in the central nervous 
system or of a reflex nature. It may be treated by 
heat, quinine, or extract of the posterior lobe of the 
hypophysis. However, hypophysin should be used 
only if the cervical tissues are normal and free from 
pathological rigidity; the anomaly must be func- 
tional and due to primary or secondary hypody- 
namia of the uterus. If there is any doubt, hypo- 
physin is contra-indicated as it aggravates dystocia 
caused by hypertonia. In the cases of primipare it 
is rarely indicated as in these cases prolongation of 
labor is generally due to hypertonia. Mechanical 
stimulation by means of a Champetier de Ribes bag 
or Tarnier dilator may be necessary. Manual dila- 
tation may also be employed. 

There is a group of dystocias in which patho- 
logical contraction of the muscle is responsible for 
delay of dilatation. This may be due to abnormal 
irritation of the mucosa of the uterus. The most im- 
portant symptom of spasm of the uterus is intense 
pain which continues between the labor pains. The 
wall of the uterus is hard and the round ligaments 
are tense. The membranes are tense and rupture in 
the course of dilatation. If treatment is not given 
in time, the spasmodic contractions may become 
continuous and favor the development and rapid 
extension of infection. If treatment with antispas- 
modics is given early, normal contractions may be 
restored. 

Schickelé says that there are two varieties of spas- 
modic contractions—those affecting both the corpus 
and the cervix and those occurring immediately 


around the os and associated with insufficient or 
weak contractions of the corpus. The obstetrical or 
general cause of the spasmodic condition should be 
looked for and treated, and appropriate antispas- 
modic treatment should be given. Belladonna, 
chloral hydrate, and a combination of atropin and 
morphine are good antispasmodics. Spasm of the 
uterus usually yields readily also to spinal anes- 
thesia. When it does not yield to these remedies, 
small radiating incisions may be made around the 
cervix. 

Deviations of the uterus may cause retardation of 
dilatation, and secondary rigidity from oedema may 
necessitate incisions. AupREy Goss Morcan, M.D. 


Brews, A., Gibberd, G. F., Hunter, J. W. A., Hill, 
G., and Others: Discussion on the Relative 
Value of the Induction of Premature Labor, 
Test Labor, and Cesarean Section in the 
Treatment of Minor Degrees of Contracted 
Pelvis. Proc. Roy. Soc. Med., Lond., 1931, xxiv. 
1521. 

Brews said that, when carried out in suitable sur- 
roundings, test labor is safe and has a low fetal mor- 
tality. The number of cases in which cxsarean sec- 
tion is found necessary is small. All babies are full- 
term. The reserve capacity of the pelvis and the 
reserve power of the uterus are allowed to act to 
their full extent. The procedure is of great educa- 
tional value. An astonishing degree of disproportion 
is often overcome successfully. On the other hand, 
some patients are mentally unsuitable for a satis- 
factory trial of labor. Uterine inertia is sometimes 
troublesome. Early rupture of the membranes 
shortens the length of time that trial labor may be 
allowed to continue. Occiput-posterior presenta- 
tions are less likely to undergo spontaneous forward 
rotation and tend to increase disproportion. Sec- 
ondary factors, such as a history of previous dysto- 
cia, advanced age, and low fertility, sometimes 
necessitate caesarean section which in their absence 
might be avoided. 

GIBBERD stated that at Guy’s Hospital, London, 
both induction of premature labor and trial labor are 
used in cases of moderate pelvic contraction, and it 
is believed that better results can be obtained by 
employing both methods than by the invariable use 
of either procedure exclusively. 

HUNTER reported that in cases of minor degrees 
of pelvic contraction he had found induction of pre- 
mature labor a valuable procedure with a low ma- 
ternal mortality and a relatively low fetal mortality. 
In cases in which cesarean section is done the rela- 
tively high maternal mortality is out of proportion 
to the lowered fetal mortality. The value of trial 
labor is greatly decreased by a relatively high ma- 
ternal mortality and a high fetal mortality. While 
all 3 methods have their indications, first place must 
be given to the induction of premature labor. 

Hitt and Turner stated that from the stand- 
point of the infant there is nothing to be said for in- 
duction as the infants so delivered are all premature 
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and run the risk of birth injuries and the stillbirth 
rate is nearly 3 times the collective stillbirth rate. 
They are in favor, in hospital practice, of trial labor 
with the possibility of cesarean section provided cir- 
cumstances permit the proper conduct of labor under 
test conditions and the obstetrician has adequate 
experience. They have found that in the great ma- 
jority of cases trial labor is followed by spontaneous 
or easy forceps delivery. They emphasized that 
when once induction is started, the bolt is shot. 
They stated that cwsarean section is undesirable 
after any manipulation of or interference with the 
cervix, whereas after a properly conducted trial 
labor the obstetrician is unhampered in his choice of 
the method of delivery. 

WRIGLEY said that if, at the thirty-fourth week 
of pregnancy at the earliest, the fetal head cannot 
be made to engage in the pelvic inlet, cesarean sec- 
tion is usually advised, and if a tight fit is apparent 
after that period of gestation, induction is usually 
performed. Of 6,012 deliveries during the years from 
1925 to 1930 inclusive, 184 (3 per cent) were asso- 
ciated with a minor degree of pelvic contraction. 
In the latter, the maternal morbidity was 4.3 per 
cent and the fetal mortality just over ro per cent. 

Morris-JONES reviewed 1,000 cases of minor pel- 
vic contraction. In 475 (58.5 per cent) labor was 
successfully induced by mechanical contrivances, 
and in 339 (41.5 per cent) it was successfully induced 
by means of drugs. ‘The average length of labor fol- 
lowing induction was twenty-three and six-tenths 
hours. Following the induction, 78 (9.5 per cent) of 
the women developed puerperal morbidity. In the 
cases of 65 (5.4 per cent) of the latter the fever was 
definitely attributable to sapramia. Two patients 
developed septicemia. 

Bourne stated that while there are definite indi- 
cations for the induction of labor, he believes the 
method is used unnecessarily often. 

Lack also expressed the opinion that labor is in- 
duced too frequently. 

Wyatt said that induction followed by the use of 
forceps is associated with a high fetal mortality, 
whereas when induction is not followed by forceps, 
the fetal mortality does not exceed 5 or 6 per cent. 

Forp called attention to the importance of the in- 
dustrial efficiency of the mother. He said that in 
Lancashire, mothers are usually opposed to opera- 
tion; they would rather lose their babies than under- 
go an operation necessitating long absence from 
their work. 

BrEws and GIBBErD said that in doubtful cases 
of disproportion they make an examination under 
anesthesia. 

WRIGLEY stated that if either induction or cwxsa- 
rean section must be done he prefers induction. 

RoLanp S. Cron, M.D. 


Bourne, A.: The Management of Breech Labor. 
Brit. M. J., 1931, ii, 372. 


At Queen Charlotte’s Hospital, London, the fetal 
mortality of breech delivery is 11 per cent in the 
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cases of primipare and 8 per cent in the cases of 
multipare. 

The causes of fetal death in breech delivery as 
shown by autopsy are intracranial hemorrhage, in- 
juries to the abdominal viscera, and asphyxia. 

The author describes in detail his method of han 
dling extended legs. He believes that when the child 
is of average or large size one or both legs should be 
brought down. He does this when the cervix is 
nearly dilated. Whether one or both legs are brought 
down depends on the size of the child in relation to 
the pelvis. After the legs have been brought down, 
they should be folded as far as possible in the normal 
position by the buttocks as wider dilatation is ob- 
tained when both buttocks and legs are pushed 
through the cervix. More babies are injured or 
killed by pulling on a foot to hurry the delivery than 
by any other procedure. 

After the buttocks and body have been delivered, 
the author delivers the extended arms. His tech- 
nique is that described in the standard textbooks. 

In the delivery of the head by the usual methods 
care must be taken to avoid too much hurry. With 
the back in an exactly posterior position and with 
good flexion of the head and moderate pressure on 
the fundus of the uterus by an assistant or nurse, 
progress can be made. In cases of flat pelvis or large 
child in a borderline pelvis difficulty may be ex- 
pected even when the obstetrician is especially 
skillful. 

The author concludes by citing the three clinical 
types of breech presentation and describing the steps 
of the delivery in detail. He does not use forceps on 
the after-coming head in any case. 

HARVEY B. Matruews, M.D. 


Dearnley, G.: Antenatal Treatment of Breech 
Presentations. Brit. M.J., 1931, ii, 371. 


Dearnley describes a method of performing ver- 
sion in cases of breech presentation by manipulation 
through the abdominal wall previous to delivery. 
She states that as version often occurs spontaneously 
at about the thirty-fourth or thirty-fifth week of ges- 
tation, the manipulation should not be attempted 
earlier. It is best done in the thirty-fifth week as at 
that time the presenting part has usually not de- 
scended into the pelvis. It may often be done with- 
out anesthesia, but if the patient is very nervous or 
her abdominal muscles are very strong, an anes- 
thetic may be necessary. If an anesthetic is needed 
the manipulation should be delayed until the thirty 
seventh week as it may induce labor. 

The abdomen should be well dusted with talcum 
powder and the manipulation done gently but 
firmly. The presenting part should be pushed out of 
the pelvis, the head of the child grasped with one 
hand and pulled down toward the pelvis and the 
breech grasped with the other hand and pushed up. 
In order not to disturb flexion, it is best to pull the 
head down toward the pelvis away from the back of 
the child. If version in this direction fails, the other 
direction may be tried. If the head does not sink 
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low in the pelvis immediately after version, an ab 
dominal binder should be applied. If version fails to 
occur, an X-ray examination should be made to 
determine the position of the child. 

The author has never seen any serious complica- 
tion from the method described. In one case, in 
which manipulation was done under anesthesia, 
there was slight hemorrhage, but this cleared up 
promptly and the patient was delivered normally at 
term. Harvey B. Matruews, M.D 


Gibberd, G. F.: Breech Presentation; Fetal Mor- 
tality and Injuries. Brit. \/. J., 1931, ii, 360. 


The author discusses the various causes of fetal 
death and the types of injuries that may result from 
breech labor. In 269 uncomplicated cases of breech 
delivery in English maternity hospitals, the fetal 
mortality was 26 per cent and the mortality of new- 
born infants 6 per cent. In 218 complicated cases, 
the fetal mortality was 43 per cent and the mortality 
of newborn infants 9 per cent. These figures dis- 
prove the old theory that the fetal mortality asso- 
ciated with breech delivery is about 3 per cent in the 
cases of multipare and about ro per cent in the 
cases of primipare. 

Gibberd summarizes 338 consecutive breech de- 
liveries at Guy’s Hospital, London, as follows: 

Deaths of 


Total cases Stillbirths . _ new born 
Primip- Multip- Primip- Multip- Primip- Multip- 


ar2 are arz2 are are are 
Uncomplicated 48 161 28 20 2 2 
Complicated*. . . 7 43 37 56 14 2 
Twins A ae 3 76 33 9 ° 3 


Primiparity and extension of the limbs are not considered complica- 
tions. 


Uncomplicated Complicated Twins 

Per cent Per cent Per cent 
Priminare.... 54... 28 57 33 
SCT ee 15 49 9 


These tables show the danger to the fetus that is 
associated with breech labor. 

Apart from accidents such as prolapse of the cord, 
intranatal deaths are due largely to the following 3 
causes: 

1. Intracranial hemorrhage, which occurs in 
about 75 per cent of the infants. 

2. Asphyxia due to compression of the cord after 
birth of the buttocks. 

3. Injuries to abdominal viscera. Such injuries 
are not so common as is generally supposed. In 
Guy’s Hospital they are very rare. 

In summarizing, the author says that the fetal 
mortality in breech labor is usually underestimated 
and it is deplorable that a classification which tends 
to hide the dangers has been so widely adopted. He 
believes it is best to regard breech presentations as 
complicated when some additional obstetrical ab- 
normality is present and to regard the cases of pri- 
mipare and those in which extension of the arms 
occurs as uncomplicated. On the basis of this classi- 
fication the gross fetal mortality of uncomplicated 
breech presentation is about 30 per cent in the cases 


of primiparw and about 20 per cent in the cases 
of multiparw, and the fetal mortality after all pos- 
sible deductions have been made is 28 per cent in the 
cases of primiparw and 15 per cent in the cases of 
multipare. 

Among the non-fatal accidents to the fetus are in- 
juries to the limbs, which occur in about 5 per cent 
of the cases. Early diagnosis of such injuries is im- 
portant as early treatment is usually followed by ex- 
cellent recovery. The late results of non-fatal intra- 
cranial injuries are at present uncertain. 

Harvey B. Matruews, M.D. 


Plass, E. D.: The Relation of Forceps and Cesa- 
rean Section to Maternal and Infant Morbidity 
and Mortality. Am. J. Obst. & Gyncc., 1931, xxii, 
170. 

From general experience in the United States it is 
logical to conclude that prenatal supervision, im- 
proved aseptic technique, and hospitalization for de- 
livery are ineffective in conserving the life and health 
of mother and child or that other factors are obscur- 
ing the good results that might otherwise be evident. 
The most striking change in obstetrical practice in 
the past decade and a half has been the great in- 
crease in operative deliveries. Little effort has been 
directed toward determining whether such inter- 
ference represents an advance. As childbearing is 
essentially a normal physiological process, conserva- 
tive thought has always opposed surgical interven- 
tion. 

Maternal indications for the use of forceps are 
probably presented in not more than 5 per cent of 
any given consecutive series of cases. A decided in- 
crease over this frequency of forceps delivery sug- 
gests meddlesome midwifery. 

It is impossible to determine the immediate mor- 
bidity of the child after an instrumental birth, but 
such injuries as facial paralysis, superficial abrasions, 
and non-fatal intracranial hemorrhages are recog- 
nized as being more common after instrumental 
birth than after spontaneous birth. On account of 
the excessive infant death rate following high for- 
ceps delivery this operation should be done only 
under unusual circumstances. 

Maternal morbidity, as evidenced by fever after 
delivery, is considerably increased after ciwsarean 
section as compared with spontaneous delivery. 
Different morbidity standards make it difficult to 
compare the reports of various clinics, but a sum- 
mary of the published results leads to the belief that 
from 20 to 65 per cent of women having an abdomi- 
nal delivery have a temperature above 100.4 degrees 
I. during convalescence. 

The chief argument against abdominal delivery is 
based on its mortality. According to the statistics 
of the Children’s Bureau, 10.7 per cent, and accord- 
ing to Calvert’s Wisconsin tabulation, 15.7 per cent, 
of the total maternal deaths follow cwsarean section. 
Of 685 maternal deaths occurring in 136 hospitals 
during the year 1929, 133 (19.4 per cent) followed 
cwsarean section. I. L. Corner, M.D. 
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Spirito, F.: The Importance of the Suturing Tech- 
nique in the Cicatrization of the Caesarean 
Section Wound (Valore della tecnica della sutura 
nel processo di cicatrizzazione della ferita cesarea). 
Arch. di ostet. € gincc., 1931, XXXxvill, 383. 

Spirito studied experimentally the effect of various 
methods of suturing the uterus after caesarean sec- 
tion. The scars were examined from eight to ten 
months after the operation. As a rule the scar was 
thinner than the remaining uterine wall because of 
apparent introflexion of the mucosa and serosa be- 
tween the muscle layers of the wound. It usually 
consisted of connective tissue, but when the separate 
muscle layers were carefully approximated by multi- 
ple layers of sutures regeneration of the muscle 
tissue was seen, and in the scar produced by careful 
suturing of a wound in a non-gravid uterus, com- 
plete regeneration of the muscle fibers occurred 
throughout the wound. 

From these findings it appears that the suturing 
technique is an important factor in the cicatrization 
of cesarean section wounds. Spirito concludes that 
single layers of the uterine muscle should be carefully 
approximated, preferably with interrupted sutures, 
and that the sutures should be so placed as to pre- 
vent penetration of the mucosa and serosa into the 
wound. Perer A. Rost, M.D. 


Léfquist, E.: Clinical Statistical Studies of Pre- 
mature Births (Klinisch-statistiche Untersuchun- 
gen ueber Fruehgeburten). <Ac/a obst. el gynec. 
Scand., 1931, xi, Supp. ii. 

In his study of premature births the author com- 
pared cases of premature birth with cases of birth at 
term and investigated the relation to the various 
problems involved of the weight of the child and the 
duration of pregnancy. The material consisted of 
4,741 uncomplicated deliveries of infants weighing 
between 600 and 2,990 gm. which occurred at the 
University Gynecological Clinic at Lund in the 
period from 1900 to 1928. Two thousand six hun- 
dred and fifty of the mothers were primipare. 

In the investigation of the general frequency of 
premature birth, infants weighing less than 2,500 
gm. were considered premature. In the study of the 
other problems the cases of primipare and multi- 
pare were considered separately and divided into 
groups according to the weights of the infants. For 
the comparison between early and normal delivery 
the cases in which the infants weighed between 600 
and 2,390 gm. were grouped together (primipare, 
525; multipara, 591) and the cases in which the in- 
fants weighed most, between 2,700 and 2,990 gm., 
were used as controls (primipara, 1,513; multipare, 
1,043). 

In all comparisons between premature and nor- 
mal deliveries the possible influence of chance was 
considered as is demanded by modern statistics, and 
a difference was regarded as positive only when 
It was greater than 3 times the average error. 

The findings and conclusions are summarized as 
follows: 
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Premature births were more frequent in the cases 
of primipare than in those of multipare. Among 
primipare, premature births seemed to be relatively 
more common in the cases of older women than in 
those of younger women, and among multipare they 
seemed to be more frequent in the cases of the 
women who had borne the greater number of children. 

The probable causes of spontaneous premature 
births are hydramnios, oligohydramnios, extra- 
uterine pregnancy, placenta previa, toxicoses of 
pregnancy, nephropathies, eclampsism, eclampsia, 
premature separation of the placenta, acute infec- 
tious diseases, tuberculosis, and syphilis. 

In cases of premature birth abnormal presenta- 
tions were considerably more frequent. In cases of 
occiput presentation the incidence of the right and 
left position was more nearly equal than in cases of 
delivery at term. 

In the cases of primipare the average duration of 
labor up to the expulsion of the child was somewhat 
less in cases of premature birth than in those of de- 
livery at term, whereas in the cases of multipare it 
was about the same in cases of premature birth and 
delivery at term. Protracted labor seemed to be 
more frequent in cases of premature birth than in 
those of delivery at term. 

The arithmetical average of the duration of the 
placental stage was somewhat greater in cases of pre- 
mature delivery than in cases of delivery at term. 
On the other hand, the average duration of the pla- 
cental stage in cases of premature birth was some- 
what less than in cases of delivery at term. Pro- 
longation of this stage was more frequent in cases of 
premature birth than in cases of delivery at term. 

Complications such as premature rupture of the 
membranes, prolapse of the umbilical cord, prolapse 
of an arm or foot and retention of the membranes 
were more common in cases of premature delivery 
than in cases of delivery at term. 

With the exception of perineotomies, interven- 
tions were necessary more frequently during labor 
and in the placental stage in the cases of premature 
delivery than in the cases of delivery at term. 

It appeared more difficult to induce premature 
labor pains by puncture of the membranes in the 
cases of women with contracted pelvis who were 
otherwise normal than in the cases of women the 
majority of whom presented symptoms of eclamps- 
ism and eclampsia. 

In the puerperium, fever was more frequent and 
morbidity was higher than in cases of delivery at 
term. Permanent disability from the time of de- 
livery was more frequent in cases of premature birth 
than in those of delivery at term. 

Asphyxia of the child was more frequent in cases 
of premature delivery than in those of delivery at 
term. Likewise, the total morbidity, the total mor- 
tality, and the mortality of the children born alive 
was higher in the cases of premature delivery than 
in those of delivery at term. 

The prematurely born children of multipare had 
a higher total mortality than those of primipare, a 
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fact due in large part to the greater frequency of 
stillbirths, especially of fetal deaths before labor, 
in the cases of multipare. 


Muhlrad, S.: Obstetrical Paralyses Involving the 
Lower Extremities (Les paralysies obstétricales 
des membres inférieurs). Gynécologie, 1931, Xxx, 385. 

The author reports a case of paralysis of the left 
leg due to injury of the left sciatic and external 
popliteal nerves following delivery by version and 
extraction. Delivery by this method was necessi- 
tated by prolapse of the umbilical cord and was per- 
formed under spinal anwsthesia according to the 
technique recommended by Delmas. It was difficult 
because of strong contractions of the uterus. Pa- 
ralysis of the leg resulting in genu valgum was noted 
eight days later. X-ray examination showed no bone 
injury. The genu valgum deformity persisted at the 
end of four months, after other signs of the paralysis 
had disappeared. 

A review of the cases reported in the literature 
shows that obstetrical paralysis involving the lower 
extremities is extremely rare. As a rule it is caused 
by spinal injuries (vertebral fractures and luxations) 
resulting in damage to the spinal cord (hama- 
tomyelia). Peripheral paralysis, such as that in the 
author’s case, is due to haemorrhage occurring at the 
level of the nerve plexus or along the nerve trunks. 
Crural and sciatic paralyses are the most common. 
In almost all cases of paralysis involving the lower 
extremities the condition follows a difficult extrac- 
tion in breech presentation or version. Spinal pa- 
ralysis results in a paraplegia. This may disappear 
gradually, but if there is involvement of the bladder 
and rectum death soon results from ascending uri- 
nary infection. The prognosis of peripheral palsies 
is generally favorable. Harowp C. Mack, M.D. 


NEWBORN 


Ortloph, W.: Icterus Neonatorum as a Sign of the 
Cessation of Maturation Phenomena in the 
Fetus (Der Icterus neonatorum ein Ausdruck des 
Abschlusses von Reifungserscheinungen bei der 
Frucht). Zischr. f. Kinderh., 1931, |, 657. 


Ziegelroth calls attention to the extraordinary in- 
crease of red blood cells in the fetus and states that 
the large number is necessary for the oxygen require- 
ments of the infantile organism. When the child is 
born the cells are much too numerous and through 
destruction are reduced to the normal number be- 
tween 4,000,000 and 5,000,000. 

The author believes, however, that the reduction 
in the erythrocytes begins much earlier as icterus 
of the blood can be demonstrated with absolute cer- 
tainty at the moment of birth. Icterus is always 
present, but whether or not clinical icterus develops 
depends on the reaction capacity of the tissues and 
the skin. Ortloph regards the maturation processes 
in the fetus as the cause of the icterus of the blood 
because the marked bilirubinemia does not appear 
until physiological maturity is reached. If birth 
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occurs prematurely—from trauma, for example~ 
icterus of the blood is not demonstrable, whereas if 
the tissue of the fetal organism is fully differentiated 
and therefore no longer dependent upon the mother, 
the cellular differentiation ceases. The regressive 
processes manifest themselves first of all in the very 
sensitive blood cells. As the disintegration takes 
place suddenly and rapidly, the biliary pigment js 
brought to the liver in such quantities that excretion 
cannot keep pace with it and icterus results. 
KESSLER (G), 


‘ MISCELLANEOUS 


Marshall, G., Hiley, M., Bourne, A. W., Rivett, C., 
and Others: Discussion on the Management 
of Pregnancy, Parturition, and the Puerperium 
in Tuberculous Women. Proc. Roy. Soc. Med., 
Lond., 1931, xxiv, 1123. 

MARSHALL said that when a tuberculous woman 
becomes pregnant the first question that arises is 
whether or not the pregnancy should be allowed to 
continue. It was once held that pregnancy was bene- 
ficial in cases of tuberculosis, but authorities of the 
last generation taught that it is harmful. The pen- 
dulum now seems to be swinging back toward the 
neutral position. Statistics from the United States 
show that among tuberculous pregnant and _par- 
turient women the mortality was no higher than in 
a control series of tuberculous non-pregnant women 
observed over a period of twelve months. Of 52 
tuberculous pregnant women, Rist found extension 
of the disease in 85 per cent; and of the latter, 30 per 
cent were dead at the end of two years. Marshall 
emphasized that the prognosis and treatment de- 
pend upon the duration of the pregnancy and the 
stage of the pulmonary disease when the patient 
comes for advice. He said that he does not recom- 
mend therapeutic abortion after the twentieth week, 
although in a few cases miniature casarean sections 
may be performed after that stage. Pregnancy is 
likely to cause the greatest damage in cases in which 
the tuberculosis has been active for only a few 
months and in quiescent cases in which the disease 
has been arrested only recently. In advanced cases 
there is less reason for interference as the expectancy 
of life is poor whether pregnancy occurs or not. 

HILey disagreed with Rist’s conclusion that preg- 
nancy in a tuberculous woman leads to aggravation 
of the symptoms, extension of the lesions, the pro- 
duction of fresh lesions, and the flaring up of quies- 
cent lesions. According to his own experience, preg- 
nancy has no more deleterious effect on the tubercu- 
lous woman than would be expected from an equiva- 
lent physical or physiological strain, and tubercu- 
losis has little effect upon pregnancy or parturition. 
Good results can be looked for in the cases diagnosed 
early. He urged closer codperation between the ante- 
natal clinics and the tuberculosis officer. He does 
not recommend therapeutic abortion if the tubercu- 
losis is active. He believes that the treatment should 
be directed to the tuberculosis and should be given 
preferably in a sanatorium. 
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BouRNE Stated that at the International Obstet- 
rical Congress in Rome in 1902 Pinard declared him- 
self emphatically against abortion, while Schauta 
advised interruption of pregnancy during the later 
months. Between 1902 and 1914 the Germans were 
strongly in favor of abortion in cases of tuberculosis 
complicated by pregnancy, but since the war many 
German obstetricians question the value of abortion 
and determine the indications on the degree of the 
pulmonary infection. Most authorities agree that 
each case must be regarded as a separate problem. 
Forssner with Sundell and Kjellin made studies of 
the mortality in 2 large series of tuberculous women 
treated at Stockholm. Three hundred and ninety-six 
non-pregnant women in various stages of pulmonary 
tuberculosis were compared with 203 pregnant 
women with pulmonary tuberculosis who were 
watched for one year after delivery. Of the women 
with latent tuberculosis, 2 per cent of those who were 
not pregnant and 1 per cent of those who were preg- 
nant died, and of those with active tuberculosis, 6 
per cent of each group died. Of those with advanced 
pregnancy, 37 per cent of the non-pregnant and 46 
per cent of the pregnant died. Bourne believes that 
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physicians should inform tuberculous women that 
pregnancy is not dangerous when the lesion is healed 
or inactive, that it is unfortunate when there is an 
active infection, and that it is disastrous when the 
disease is advanced. He is of the opinion that abor- 
tion has no place in the treatment of pregnancy asso- 
ciated with pulmonary tuberculosis except in the 
cases of women who became pregnant while improv- 
ing from the active to the latent stage of tubercu- 
losis. The proper course is to treat the disease and 
leave the pregnancy alone. 

RIvETT said that some cases of tuberculosis im- 
prove during pregnancy, while others begin to show 
exacerbations quite early in the pregnancy. A defi- 
nite or active lesion is more likely to progress rapidly 
after delivery. Pregnant women with active tuber- 
culous lesions should be given full sanatorium treat- 
ment throughout their pregnancy and for at least six 
months thereafter. When the tuberculous lesion is 
markedly increasing in activity early in the preg- 
nancy Rivett advocates termination of the preg- 
nancy. After the twentieth week he allows the preg- 
nancy to continue until the child is viable. 

Cart H. Davis, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Lanman, T. H., and Mahoney, P. J.: Intravenous 
Urography in Infants and in Children. Am. J. 
Dis. Child., 1931, xlii, 611. 


The authors emphasize the value of intravenous 
urography as an aid in the diagnosis of diseases of 
the urogenital tract in children, but state that the 
procedure is inadequate when there is marked 
pyuria, particularly in cases of megalo-ureter and 
congenital obstruction at the vesical outlet asso- 
ciated with renal damage. In cases of transplanted 
ureters the data it yields are of some value although 
they are indefinite. When the kidneys secrete a 
good quantity of dye the method aids in differen- 
tiating between renal and extrarenal disease, and 
in cases of tuberculosis it is of unusual assistance in 
locating the diseased kidney when instrumentation 
is impractical. 

In conclusion the authors state that the dangers of 
intravenous urography are slight, but must be kept 
in mind. J. SypNey Rirrer, M.D. 


Kidd, F.: Acquired Renal Dystopia or Movable 
Kidney. J. Urol., 1931, xxvi, 327. 

Acquired renal dystopia or movable kidney is a 
condition of adult life. Normally, the kidney is sup- 
ported by intra-abdominal pressure, the vessels of 
the renal pedicle, and the perinephric fibrofat which 
acts both as a suspending ligament and a lubricating 
mechanism. 

Kidd distinguishes four types of renal dystopia: 
(1) that due to lax abdominal vessels, (2) that due 
to compression of the hypochondrium (rickets or 
tight clothing), (3) the ectopic or undescended kid- 
ney (congenital), and (4) the Egyptian type asso- 
ciated with a flat chest, narrow abdomen, good ab- 
dominal musculature, and weak nervous system. 

Slight traumatism may be followed by the sudden 
onset of symptoms due to tearing of the supporting 
ligaments of the kidney. Repeated minor trauma- 
tisms may stretch the suspending ligaments and 
cause gradual herniation through the split peri- 
toneum. In abdominal breathers the ascending 
colon is ptosed and drawn to the left side because 
of loss of nerve tone and on expiration fails to push 
the right kidney upward. 

Fibrosis occurring in the perirenal tissue following 
repeated traumatism results in fixation of the lower 
pole of the kidney. This prevents the kidney from 
moving upward, fixes any kinks that may occur in 
the ureter, and produces definite back-pressure on 
the kidney. Repeated attacks of pyelitis increase 
the fibrosis. 

Acquired renal dystopia occurs more frequently 
in women than in men because it is favored by the 


long and narrow female chest, the laxness of the 
abdominal wall caused by pregnancies, and a lack 
of athletic exercise. 

Pain is present in only 20 per cent of cases. ‘The 
condition is diagnosed by abdominal palpation, X- 
ray examination of the abdomen, and pyelographic 
studies made with the patient in the upright and 
the Trendelenburg positions. Before any surgical 
procedure is attempted it is essential that all com- 
plicating, pathological conditions such as _ pyelitis 
and calculus disease be excluded and that palliative 
measures such as rest, exercise, abdominal support, 
and medical treatment for neurasthenia be carried 
out over a period of at least six months. 

The author gives the following rules for opera- 
tion: 

1. The incisions should be small and of the muscle- 
splitting type, and care should be taken to spare the 
iliohypogastric and ilio-inguinal nerves in the cut- 
ting and stitching. 

2. All of the perinephric fat that lies behind the 
kidney must be removed in order to leave a firm, 
smooth bed of muscle to which the new adhesions 
can become firmly attached. 

3. All of the perinephric fat should be stripped off 
of the back of the renal blood vessels and the upper 
end of the ureter so as partially to denervate these 
structures. 

4. The pelvis and upper end of the ureter should 
be stripped clean and a minute inspection made for 
abnormalities of the renal blood vessels which may 
be obstructing the ureteropelvic junction, fixed kinks 
of the ureter, and evidences of true congenital hy- 
dronephrosis. During the process of stripping it is 
necessary to free all binding adhesions which have 
formed around the lower pole of the kidney or fix 
the ureter independently of the kidney and cause 
ureteral kinks. In teaching students it is instructive 
to pass a ureteral catheter from below in order to 
be able to distend the ureter and pelvis with fluid 
during the operation and demonstrate kinks and 
distentions. : 

5. The true fibrous capsule of the kidney must 
always be removed from the upper two-thirds of 
the kidney so that firm adhesions may form be- 
tween the muscles of the posterior abdominal wall 
and the kidney substance. 

6. Stitches must be placed through the remaining 
portion of the fibrous capsule and not carried 
through the renal substance unguarded by capsule. 

7. The place for the stitches in the posterior ab- 
dominal wall is well up above the external arcuate 
ligament and through the diaphragm above the 
twelfth rib. 

8. When the stitches have been tied, at least two- 
thirds of the kidney must be out of sight above the 
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level of the twelfth rib. If this is not the case the 
kidney has been fixed too low. The twelfth rib must 
always be defined and clearly seen. 

g. For ten days after the operation the patient 
must lie flat on her back with the foot of the bed 
raised. This position re-inforces the action of the 
stitches and neutralizes any tendency of the stitches 
to be torn out by coughing or vomiting. It is during 
this period that firm adhesions are formed between 
the bared kidney and the posterior abdominal wall. 
After the formation of these adhesions it does not 
matter what happens to the stitches. 

10. The patient should lie flat on her back in bed 
for three weeks after the operation. 

11. When the patient rises from bed a course of 
abdominal exercises should be prescribed as the 
muscles will have lost tone during the time she re- 
mained in bed. 

12. Arrangements must be made for adequate 
after-treatment for from six months to a year. This 
treatment must include particularly measures to 
build up the exhausted nervous system. 

J. Sypney Ritter, M.D. 


Bugbee, H. G.: Diverticulum of the Ureter. A Re- 
port of Three Cases. J. Urol., 1931, xxvi, 215. 

A review of the literature shows that ureteral 
diverticula are rare. The seven cases on record and 
the three cases reported by Bugbee in this article 
show that they may be either congenital or acquired. 
Congenital diverticula are due to an abortive at- 
tempt at the formation of a second ureter or are 
secondary to congenital stenosis of the ureter. The 
lower part of the ureter seems to be especially prone 
to such dilatations. Acquired diverticula occur later 
in life following acquired stricture or prolonged ob- 
struction of the ureter. 

Five of the ten diverticula reviewed were in the 
lower part of the ureter and undoubtedly secondary 
to congenital stenosis. Three were elongated blind 
sacs representing an abortive attempt at the forma- 
tion of a second ureter. 

A congenital diverticulum of the ureter, like a con- 
genital hydronephrosis, may give rise to no symp- 
toms until infection develops or calculus formation 
occurs. 

The presence of a diverticulum may sometimes be 
determined by introducing a soft pliable catheter 
into the ureter. The catheter is apt to be obstructed 
in its passage or to become coiled up in the diver- 
ticulum. 

If the diverticulum consists of a blind pouch, the 
sac may be excised and the opening into the ureter 
closed. If the ureter empties into the sac and there 
is a terminal ureter through which the diverticulum 
empties into the bladder, resection of the ureter fol- 
lowed by its re-implantation into the bladder is in- 
dicated unless the diverticulum is so large that the 
ureter would be subjected to too great tension or the 
kidney is damaged by infection. Under the latter 
circumstances ureteronephrectomy should be done. 
Jacos S. Grove, M.D. 
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Walker-Taylor, P. N.: Experimental Transplanta- 
tion of the Ureters Into the Intestine. 4 15- 
tralian & New Zealand J. Surg., 1931, i, 158. 

The author describes the development of the vari- 
ous techniques now in use for transplantation of the 
ureters. As the high mortality seems to be due 
chiefly to infection, he describes three methods of 
operation by which he reduces the chance of infec- 
tion to the minimum. 

In Plan A, or the open tunnel technique, a longi- 
tudinal incision is made in the peritoneum of the 
rectosigmoid and then a tunnel is burrowed longi- 
tudinally between the circular muscle layer and the 
mucosa for a distance of from 1.8 to 2.5 in. with a 
McCormick blunt dissector. Another incision is 
then made through the peritoneum at the distal end 
of the tunnel down to the mucosa and a straight 
needle to which the ureter is attached with catgut is 
passed through the tunnel. The straight needle is 
then replaced with a curved needle, the mucosa is 
pulled into the distal incision with mosquito forceps 
and incised, and the curved needle is passed through 
this opening and out through the bowel wall. The 
ureter is then pulled down into the opening and an- 
chored with catgut after it has been treated with 
ether swabs. The whole operative area is buried 
with a longitudinal row of catgut sutures. 

In Plan B, or the closed tunnel technique, the 
steps are the same as those in Plan A except that, 
instead of opening the lower end of the tunnel, a per- 
forating instrument shaped like a pencil is passed 
through the tunnel, through the mucosa, and into 
the lumen. This is then withdrawn and a straight 
needle is guided by a grooved director through the 
tunnel and out through the bowel wall as before. 

In Plan C the irreversible tunnel technique, the 
procedure is the same as in Plan B except for the use 
of a tunneling instrument a little larger than the size 
of the ureter to which the split ureter is attached by 
a silk suture. An assistant introduces a metal cvlin- 
der 30 cm. long through the anus to the point of exit 
of the tunnel in the bowel and the tunneling instru- 
ment with the attached silk suture is introduced and 
drawn out of the anus. The ureter is then pulled 
into position and the silk attached to the exterior 
surface of the body with adhesive or by stitches. 
The ureter is anchored by a lateral suture at the 
proximal end of the tunnel. D. K. Hisps, M.D. 


BLADDER, URETHRA, AND PENIS 


Thompson, A. R.: Congenital Deformities of the 
Lower Urinary Tract. Proc. Roy. Soc. Med., 
Lond., 1931, xxiv, 1385. 

In cases of ectopia of the bladder and of epispadias 
with separation of the pubes in the male there is a 
groove which runs along the dorsum of the penis 
from near the bladder to the end of the penis. 
Thompson believes that this groove is formed by the 
protuberance of the two corpora cavernosa, one on 
each side, which constitute the main bulk of the 
organ. In this type of case there is no control over 
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the flow of urine, but it is useless, except for wsthetic 
reasons, to try to construct a tube out of the groove 
as this will not improve the incontinence, and stasis 
of urine in the tube may leave the patient in a worse 
condition than he was before. 

The author distinguishes two types of ectopia of 
the bladder. One is the complete fistula with a 
hernia of the intestines pushing the wall of the blad- 
der forward, and the other the complete fistula of 
the bladder with a solid background and no hernia 
of the intestines. Recognition of the presence of a 
hernia is important. Operative measures indicated 
in the two conditions are very different. If the 
bladder cannot be turned in, an attempt to recon- 
struct it will be useless and some other operation 
must be done at once. 

The condition known as hypospadias is an ill- 
formed urethra which as a rule does not open at the 
end of the penis as in the normal male. The classi- 
fication of the cases depends upon the position of the 
opening of the urethra. When the abnormal open- 
ing of the meatus is very small there may be great 
difficulty in micturition and eventually retention 
may occur. Extreme hypospadias is treated by plas- 
tic operations with great success, but hypospadias 
which is less marked is more diflicult to correct. 
In the latter, gradual dilatation of the opening 
should be practised, and if this fails a small circular 
piece of skin should be removed from around the open- 
ing and the edges united to broaden out the opening. 

In discussing the classification of congenital de- 
formities of the lower urinary tract, Thompson says 
that vesical deformities may be regarded as con- 
genital fistule of the bladder. The urachal fistula 
becomes the superior congenital vesical fistula. The 
common form of what has hitherto been called 
epispadias, 1.e., epispadias with separation of the 
pubes, becomes the inferior congenital vesical fis- 
tula, and the condition of ectopia of the bladder be- 
comes the complete congenital vesical fistula. The 
deformities of the urethra are epispadias and hypo- 
spadias. In the former condition a true urethra 
opens on the dorsum of the penis, and in the latter it 
opens abnormally on the ventral surface of the penis. 

Jacos S. Grove, M.D. 


Ward, R. O., Walker, K., Kidd, F., Nitch, C. A. R., 
and Others: Discussion on the Treatment of 
Inoperable Carcinoma of the Bladder. Proc. 
Roy. Soc. Med., Lond., 1931, xxiv, 1549. 


Warp stated that carcinoma of the bladder is gen- 
erally regarded as inoperable when there is wide ex- 
tension of the growth, secondary deposits are found 
in the lymph glands, and the patient’s condition is 
poor. Because of the position of the glands it is 
difficult to determine inoperability of the growth by 
cystoscopy and bimanual palpation. Ward believes 
that wide excision of the growth is the method of 
choice in squamous-cell carcinoma, and that only 
fixed growths are inoperable. Radium is of value in 
indeterminate extension of the disease. Ward has 


found the introduction of radon seeds through a 


cystoscope of great aid in stopping hamorrhage and 
prolonging life. In five of nine cases of villous carci- 
noma and four of nine cases of vesical papilloma he 
obtained a cure by this method. Diathermy through 
the cystoscope or a cystotomy wound has produced 
palliative results, but has a better effect when it is 
combined with the use of radon seeds. Ward re- 
ported three cases in which marked relief from pain, 
frequency, and urgency resulted from _ presacral 
nerve section. He regards this procedure as prefer- 
able to chordotomy. 

WALKER stated that he had had very poor results 
from the use of radium and devotes his efforts 
chiefly to the relief of pain. 

Kipp said that the pain is due to spasm of the 
bladder and is relieved by cutting the hypogastric 
nerves as this procedure decreases the bladder ten- 
sion. At present he is attempting to perfect a quick 
method of implanting the ureters so that total 
cystectomy can be carried out. 

Nircu characterized transplantation of the ureters 
as a hopeless operation in advanced vesical cancer. 

RICHES pointed out 2 distinct types of growth: 
(1) the less common flat epitheliomatous ulcer, 
which is amenable to radium treatment, and (2) the 
more common type characterized by papillary or 
nodular hypertrophy, which should be treated by ex- 
cision and diathermy. Riches believes that X-ray 
irradiation is not of great value. 

Ross suggested that presacral nerve section be 
tried before chordotomy. 

Swan divided inoperable carcinomata of the blad- 
der into two classes: (1) papillary carcinomata, in 
which he has obtained the best results from dia- 
thermy, and (2) infiltrating epitheliomatous car- 
cinomata, in which radium has given better pallia- 
tive results. Swan believes that transplantation of 
the ureters is of value, and that its results are better 
if one ureter is transplanted at a time. 

D. K. Hisss, M.D. 


Ballenger, E. G., Elder, O. F., and McDonald, H. P.: 
Acute Gonorrheeal Urethritis. Its Prevention 
and Treatment. J. Uvol., 1931, xxvi, 387. 

The authors state that if the measures ordinarily 
employed for the prevention of gonorrhceal infection 
are not used within five or six hours after exposure 
they cannot be relied upon. Not infrequently a pa- 
tient reports from twenty-four to forty-eight hours 
after coitus, saying that he has just been informed 
that the woman had recently infected others. In 
such cases the authors seal a small amount of germi- 
cidal solution in the anterior urethra and allow it to 
remain for from three to five hours. During the 
twenty-four years in which they have followed this 
practice only one patient who received the treat- 
ment within forty-eight hours after exposure de- 
veloped gonorrhoea, 

As a rule, one treatment is given if the patient 
reports within forty-eight hours, two treatments are 
given when two or three days have elapsed, and three 
treatments are given when four days have elapsed 
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since the exposure. However, when it is definitely 
known that the woman has recently infected others 
with gonorrhoea two treatments are given even when 
the patient presents himself within twelve hours. 

The most frequent cause of failure in early cases in 
which the chances of success seem good is probably 
infection of the glands of Littré which is not reached 
by the germicidal solution. 

After the use of many remedies with varying de- 
grees of success the authors found it best to employ 
from 20 to 25 minims of a freshly made solution of 
argyrol. The collodion should be of the plain 
U.S. P. type, not the flexible, and of medium thick- 
ness. Collodion which turns white while drying does 
not hold satisfactorily. 

When the patient reports too late for a quick cure 
or when the treatment described has failed, the so- 
called routine treatment is started. This consists of 
a quiet simple life. The patient is told that it re- 
quires about six weeks of good behavior. While the 
diet is comparatively unimportant in the treatment 
of gonorrhoea, vegetables and fruit should be eaten 
freely and meats and sweets taken only in modera- 
tion. Tea and coffee are not harmful. Exercise 
should be moderate. Long train and motor trips are 
likely to cause an extension of the infection with 
resultant complications. 

Hot baths appear to be of definite benefit, espe- 
cally in posterior urethritis and hyperacute infec- 
tions. Internal medication is of little use except to 
render the urine bland. In deep urethritis the bal- 
samics are sometimes beneficial. 

In acute urethritis, vaccines will often prove dis- 
appointing although they are not without value in 
some of the complications which arise. 

The authors believe that in acute gonorrhoea and 
even in hyperacute infections it is usually best to 
employ gentle injections and low-pressure irrigations 
from the first. There are available many mild non- 
irritating germicides which will prove adequate. If 
neutral flavine is used it should be employed in only 
a weak solution and not for long as it may cause 
urethral strictures without pain or burning. The 
best preparation for irrigation appears to be a 1:8,000 
solution of potassium permanganate in a physio- 
logical salt solution. 

Of primary importance in delaying the cure of 
urethritis are strictures. However it is not always 
possible to determine with certainty the conditions 
that justify dilating or investigating the urethra in 
subsiding acute urethritis or early chronic urethritis. 

Stripping of the urethra is advised for patients 
with subsiding acute infections and chronic urethri- 
tis when the secretion shows a definite amount of pus 
after urethral irrigation. 

Whenever, in the course of treatment of gonor- 
theea, injections or irrigations burn the urethra or 
cause pain, some other preparation should be sub- 
stituted for the solution used. 

In the cases of patients who have taken treatment 
regularly over a considerable period of time and have 
areturn of the discharge when the local treatment is 
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stopped it is often advisable to omit treatment for 
about a week or two, allowing the discharge to be 
come profuse if it will. Such recrudescences appear 
to be of definite value in increasing immunity which 
may have become stationary and non-sterilizing. 
C. TRAVERS Stepita, M.D. 


Young, H. H.: A Radical Operation for the Cure of 
Cancer of the Penis. J. Urol., 1931, xxvi, 285. 


Young is convinced that in cancer of the penis 
total emasculation is entirely unnecessary and is un 
wise because the lymphatic drainage is almost en- 
tirely into the glands of the groin and practically 
never into the scrotal or perineal regions. He be- 
lieves that the excellent results he has obtained are 
due to a considerable extent to the removal in con- 
tinuity of the entire lymphatic drainage from the 
penile carcinoma to the upper limits of the groin on 
each side. 

In the operation described the region of the tumor 
is very carefully covered with a tightly fitting, anti- 
septic dressing and the region of the operation thor- 
oughly disinfected. The sterilizing process is very 
important as the carcinomatous lesion is usually 
markedly infected, a fact which probably accounts 
for the fairly high frequency of postoperative com- 
plications. 

The first part of the operation consists in dissect- 
ing cleanly the subcutaneous fat and glands from 
the deep fascia, proceeding from above downward. 
As this dissection goes on, the anterior surface of the 
inguinal canals, the external rings, and the spermatic 
cords with their fascial coverings are exposed (Fig. 
1). The dissection is continued below Poupart’s liga- 
ment along the femoral vessels, the saphenous artery 
and vein being ligated above and below the mass. 
The dissection is then followed for a short distance 
down the scrotal sac so as to insure the removal of 
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Fig. 1. Young’s radical operation for cancer of the penis 
and glands of the groin. Dissection of upper portion of 
groins and suprapubic region completed, exposing sper 
matic cords. 
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Fig. 2. Young’s radical operation for cancer of the penis 
and glands of the groin; new technique. 1. Skin incisions 
on the left side of the penis. 2. After the skin has been dis- 
sected back from the right lateral and inferior aspects ot 
the penis, Buck’s fascia is dissected up from the corpora 
spongiosum and right corpus cavernosum. 


all lymphatics or glands lying in the upper part of 
the scrotum. Incisions are then made around the 
penis (Fig. 2). After the dissection the ends of the 
corpora cavernosa are brought together by mattress 
sutures. The urethra, which projects from 1.5 to 2 
cm. beyond the stump of the ligated corpora caver- 
nosa, is then sutured into the skin. Drainage of both 
groins with iodoform cigarette drains is established 
to provide for the escape of serum and to take care 
of any infection that may occur. 

The functional results of this operation are good. 
The patients are usually able to void urine in a satis- 
factory stream without wetting the scrotal skin and 
in many cases are able to have sexual intercourse, 
the ejaculation being quite satisfactory. 

Jacos S. Grove, M.D. 


Lewis, L. G.: Young’s Radical Operation for the 
Cure of Cancer of the Penis. A Report of 
Thirty-Four Cases. J. Urol., 1931, xxvi, 295. 

In the cases reported the average age of the 
patients was forty-nine years. In five cases there was 
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a family history of carcinoma. The author believes 
that accumulated smegma causing irritation may 
be a factor in the causation of the condition. There 
were no circumcised Jews among the patients. 

In most of the cases the initial lesion was a tiny, 
hard lump, wart, or ulcer. In all but five of the cases 
there were palpable glands. Neither the type nor the 
size of the lesion seemed to have a relation to the 
glandular enlargement. 

The average duration of the symptoms was twenty- 
six months. The average stay in the hospital was 
forty-nine days. 

On microscopic examination all of the lesions were 
found to be squamous-celled epitheloid carcinomata. 

Thirty-one of the patients left the hospital well. 
Of these, fifteen are now living, eight cannot be 
traced, and eight are dead. In none was there any 
recurrence in the penile stump. 

The article is concluded with an extensive review 
of the literature. Harry W. PLAGGeMeyer, M.D. 


GENITAL ORGANS 


Culver, H.: Chronic Prostatitis. J. Urol., 1931, xxvi, 
40. 

Culver discusses the causes and diagnosis of 
chronic prostatitis and emphasizes the importance of 
gentle and persistent treatment of the condition. 

Statistical studies show that in 4o per cent of the 
cases the condition is of hematogenous origin. In 
many instances it is due to foci of infection in the 
teeth or tonsils. Gonococci are often and early sup- 
planted by secondary organisms. They are rarely 
found after one and a half years, and in most in- 
stances are eliminated much sooner. Prostatic infec- 
tion may be the cause of urethritis. 

According to Herrold, the secondary invaders in 
chronic prostatitis and the organisms which affect 
the prostate through the blood stream are, in order 
of decreasing frequency, the staphylococcus albus, 
diphtheroids, the streptococcus viridans, the sta- 
phylococcus aureus, the hemolytic streptococcus, 
and the colon bacillus. Of 109 cases, streptococci 
were found in 34 per cent. 

The symptoms produced by chronic prostatitis are 
divided into the urinary, the sexual, the referred, and 
the metastatic. Symptoms of different types may be 
combined. In many cases silent foci of infection 
have been found on microscopic examination. These 
may cause nephritis, anemia, or some other degen- 
erative condition. 

Low back pain is an important symptom. Meta- 
static conditions include arthritis, neuritis, ocular 
infections, secondary anemia, vasomotor skin dis- 
eases, erythema multiforme, backache, low ab- 
dominal pain, functional gastric complaints, and 
torticollis. 

The diagnosis must be based on the findings of 
palpation and the study of smears and cultures. 

The treatment depends more or less upon the 
temperament of the patient. This is true especially 
as regards the frequency of massage. In the more 
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chronic cases posterior Kollman dilatation aids in 
the drainage of obstructed follicles. Constant and 
prolonged treatment is often not desirable. An inter- 
vening rest period is advisable. Poorly draining in- 
fection is usually associated with seminal vesiculitis. 
In such cases the condition is apt to produce meta- 
static symptoms. Perineal prostatotomy may be 
beneficial. Mavrice Mettzer, M.D. 


Patch, F. S., and Foulds, G. S.: Tuberculous In- 
fection of the Adenomatous Prostate. Brit. J. 
Urol., 1931, ili, 269. 

Tuberculosis occurring in the prostate in the ab- 
sence of tuberculosis elsewhere in the genito-urinary 
tract is extremely rare. 

The authors believe that in men over fifty years 
of age genital tuberculosis is not so unusual as has 
generally been assumed. Of 60 cases of prostatic 
tuberculosis reviewed by Gayet, 7 were those of men 
between fifty and sixty, 6 those of men between 
sixty and seventy, and 4 those of men seventy years 
of age or older. In only 1 of their own cases of tuber- 
culosis of the prostate was the diagnosis made before 
operation although in 7 cases tuberculosis was pres- 
ent elsewhere in the body. They emphasize that the 
possibility of tuberculosis of the prostate should be 
borne in mind in all cases in which prostatic enlarge- 
ment is associated with local or general tuberculosis. 
Of 337 fatal cases of tuberculosis reviewed by Ran- 
dall, prostatic obstruction was found in 45. 

In some cases, especially those in which indurated 
areas were encountered in the course of prostatec- 
tomy, the condition has been confused with neo- 
plasm. Scott cited 2 cases in which a diagnosis of 
carcinoma of the prostate was made. 

The authors emphasize the importance of a routine 
examination of all prostates removed as the only 
way of recognizing a rare combination of maladies 
and guarding against postoperative complications. 

Henry L. Sanrorp, M.D. 


Comolli, A.: Syphilis of the Prostate (La sifilide della 
prostata). Arch. ital. di urol., 1931, vii, 551. 


Following a brief review of the forty-four cases of 
syphilis of the prostate which he was able to find in 
the literature the author reports a case of his own. 
His patient was a man sixty years old who had con- 
tracted syphilis in 1890. The local lesions disap- 
peared after brief treatment. In 1917, tertiary le- 
sions appeared on the right leg but healed under 
energetic treatment with arsenobenzol and mercury. 
On November 20, 1929, the patient came to the hos- 
pital saying that for some time he had noticed a 
slight burning sensation at the beginning of micturi- 
tion, and that three days before his admission to the 
hospital he had had a burning pain in the night and 
a desire to urinate but was able to void only a little 
urine drop by drop. His physician sent him to the 
hospital because attempts at catheterization were 
unsuccessful. 

Physical examination showed the patient to be in 
poor general condition. On rectal examination the 
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prostate was found to be enlarged to double its nor- 
mal size, hard but elastic in consistency, and firmly 
fixed to the surrounding tissues. The findings ex- 
cluded hypertrophy of the prostate and prostatitis 
and suggested a malignant tumor. However, on 
account of the absence of the woody hardness of 
malignancy, the history of syphilis, and a positive 
Wassermann reaction, syphilis of the prostate was 
suspected. The patient recovered under specific 
treatment. 

The author states that there is little in the clinical 
picture of syphilis of the prostate to differentiate it 
from other forms of prostatitis. Therefore in any 
unexplained prostatic condition the possibility of 
the disease should be borne in mind and specific 
treatment should be tried. The prognosis is good if 
specific treatment is given before irreparable dam- 
age has been done. If syphilis of the prostate is not 
treated it tends to progress and large cavities and 
ulcers may be formed. 

The only death in the cases reported in the litera- 
ture occurred from marasmus. 

AupreY Goss Morcan, M.D. 


Séméniako, E.: Inflammatory Suppurative Lesions 
of the Prostate According to the Material of 
the Urological Clinic of the First University of 
Moscow (Lesions inflammatoires suppurées de la 
prostate d’aprés les matériaux de la clinique urolo- 
gique de la premiére université de Moscou). J. 
d@urol. méd. et chir., 1931, XXxii, 20. 

The author analyzes 390 cases of inflammatory 
suppurative lesions of the prostate, 53.6 per cent of 
which were gonorrhceal, 21 per cent postgonorrhceal, 
16.4 per cent non-gonorrhceal, and 9 per cent inflam- 
mations with hypertrophy. The prostate usually be- 
came involved during the second or third week of the 
infection. The author believes that the greater delay 
in the involvement of the prostate today is due to 
the change in the methods of treatment. The injec- 
tion of bactericidal substances as practiced by the 
German school has been largely superseded by the 
lavage of the French school. 

Of the lesions in the hospital cases reviewed, 145 
were parenchymatous, 159 suppurative, 31 follicular 
and acute catarrhal, and 54 subacute and chronic. 

Surgical intervention was practiced much less fre- 
quently in gonorrhoeal than in non-gonorrhceal 
prostatitis. The mortality was 6.2 per cent in the 
non-gonorrhceal cases, 1 per cent in the gonorrhceal 
cases, and 11.4 per cent in the cases of hypertrophy. 
The author believes that surgery is indicated in cases 
with a leucocytosis, a rise in the temperature, symp- 
toms of periprostatitis, and deterioration of the gen- 
eral condition, and is usually necessary in cases of 
non-gonorrhoeal metastatic prostatitis, but that in 
the majority of cases the treatment should be 
expectant. 

Perineal prostatotomy was done 44 times in the 
cases reviewed, and incision of the abscess through 
the thigh or the anal or perineal region 16 times. 
Puncture of the abscess through the rectum was per- 
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formed in 18 cases. In 7 of the latter, the abscess 
was not completely evacuated through the incision 
and later ruptured into the urethra. In 5 cases it 
was necessary to repeat the puncture 2 or 3 times 
because of the re-accumulation of pus. In 1 case 
triple puncture through the rectum of an abscess in 
a hypertrophied prostate proved insufficient, the 
abscess rupturing into the ischiorectal crux and caus- 
ing a fatal septicemia. Puncture is now no longer 
done. Good results were obtained in all cases treated 
by perineal prostatotomy although 16 patients sub- 
jected to this procedure left the clinic with a urethral 
fistula. Massage performed gently and in combina- 
tion with warm injections and diathermy may be 
beneficial. Local treatment directed to the urethra 
as the primary focus of infection is recommended. 
One can be certain of cure only when the posterior 
urethra and the region of the colliculus seminalis are 
found free from inflammatory changes on urethro- 
scopic examination. 

In the conservative treatment of prostatitis, im- 
munotherapy, injections of vaccine and of milk, may 
be tried besides the usual irrigation. In prostatitis 
with simultaneous urethritis the French method of 
lavage is indicated. Prophylaxis against prostatitis 
consists of careful treatment of urethritis. 

Evita S. Moore. 


Llambias, J., and Brachetto-Brian, D.: A Contri- 
bution to the Study of Malignant Epithelial 
Tumors of the Epididymis (Contribucién al 
estudio de los tumores epiteliales malignos del 
epididimo). Semana méd., 1931, XXXviii, 636. 

Very few malignant tumors of the epididymis 
have been reported in the literature. The majority 
were sarcomata. Metastatic tumors seldom occur 
in the epididymis. 

The authors review eight cases of epithelioma of 
the epididymis which they found in the literature 
and report a case of their own. In five of the nine 
cases the tumor appeared between the twentieth 
and fortieth years of age. The left side was involved 
more frequently than the right. The authors state 
that the onset may be sudden and suggest an acute 
inflammation. The first symptoms may be severe 
pain. The development of the tumor may or may not 
be very rapid. Abscess formation may render the 
diagnosis difficult. If operation is not performed, 
death usually occurs within two years, usually from 
metastasis to the abdominal cavity. 

The condition must be differentiated from acute 
gonorrhoea and from tuberculosis. A certain diag- 
nosis can be made only by biopsy. In cases of 
glandular metastasis deep radiotherapy is advisable. 
In the authors’ case a clinical diagnosis of tubercu- 
losis was made and epididymectomy was performed. 
Microscopic examination of the tissue removed dis- 
closed hypertrophy of smooth muscle fibers, pro- 
liferation of atypical epithelial cells, and infiltration 
of the lymphatics by plasma cells, polynuclears, and 
lymphocytes. The pathological diagnosis was epi- 
thelioma. Two years after castration the patient 





was in good health. The article contains seven 
photomicrographs of the tumor. A. E. Tart, M.D. 


Nayrac, P., and Breton, A.: The Inheritance of 
Tuberculosis from the Father and the Argu- 
ments Obtained from the Morphological Study 
of the Testicle in the Tuberculous (De l’hérédité 
paternelle en matiére de tuberculose et des argu- 
ments apportés par |’étude morphologique du testi- 
cule chez les tuberculeux). Presse méd., Par., 1931, 
XXXIX, 1181. 

The findings of research undertaken by the au- 
thors to discover the presence of the ultravirus of 
tuberculosis in the sperm were completely negative. 
Methods of investigation so far devised do not reveal 
important functional disturbances of the external 
testicular secretion in the tuberculous. Systematic 
anatomical study of the testicle of the same indi- 
viduals discloses a latent tuberculous orchitis with- 
out any clinical sign which never develops in the 
same way as testicular tuberculosis. A distinction 
must be made analogous to that between the tuber- 
culous kidney and the kidney of the tuberculous 
patient. 

The authors’ study included a histological exami- 
nation of the genital glands of eleven tuberculous 
men with bilateral lesions. The patients, who were 
from seventeen to thirty-five years of age, showed no 
azoospermia and had never noted the least symptom 
of testicular tuberculosis. In eight, the pulmonary 
lesions developed almost without fever until the 
final stages. In the cases of two patients who died 
rather suddenly the testicles were removed from a 
few minutes to two hours after death and immedi- 
ately fixed by an interstitial injection of Bouin’s 
solution to prevent cadaveric changes. 

In five cases (those in which the condition has de- 
veloped slowly), testicular sclerosis was found. This 
was evidently of inflammatory origin as all of the 
transitions between it and interstitial plasmolym- 
phocytic orchitis with capillary neoformations were 
noted. Inflammatory infiltration was seen in nine 
cases. The interstitial gland was often hypoplastic 
or unrecognizable in the midst of sclerous or in- 
flamed connective tissue. The cells of Leydig are 
connectiveand so little differentiated that their rela- 
tive numbers cannot be determined. In slightly more 
than half of the cases the epithelial tubes showed a 
distinct decrease in the parenchyma. Fibrosis of the 
testicle seems to be more marked in syphilis than in 
tuberculosis. Testicular sclerosis of arterial origin 
was not observed in tuberculosis. Spermatogenesis 
is often greatly disturbed in the tuberculous. 

Baitsell and Mason conducted experiments on 
guinea pigs. Although only one testicle was inocu- 
lated, anomalies and degeneration were found in the 
testicle not infected by the tubercle bacillus. There 
was an important interstitial cellular infiltration 
analogous to that seen in clinical cases. The histo- 
logical appearance of the allergic lesions produced 
experimentally showed that the male genital gland 
is so sensitive to the toxin of tuberculosis that sper- 
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matogenesis may be arrested at the stage of the 
spermatogonium. The child of a man with pul- 
monary tuberculosis is the product of an abnormal 
spermatozoid. PAcE. 


MISCELLANEOUS 


Kretschmer, H. L.: Diseases of the Urinary Tract 
in Infancy and Childhood. Surg., Gynec. & Obst., 
1931, liii, 129. 

Lesions of the urinary tract in children are easily 
overlooked. The general practitioner, and even the 
pediatrician, often fail to recognize the need for the 
services of the urologist when his services could do 
the most good. The author urges better codperation 
between the pediatrician and the urologist particu- 
larly in teaching institutions. 

The history is just as important in diseases of the 
urinary tract in children as in similar diseases in 
adults. An observant mother is a great help in the 
diagnosis. The physical examination may immedi- 
ately reveal a condition requiring cystoscopic study. 
Routine examination of the urine, X-ray examina- 
tions, tests of renal function, and cystoscopic ma- 
nipulations are indicated in the cases of children as 
well as in those of adults. Greater care must be exer- 
cised in interpreting the roentgenograms and in the 
differential diagnosis. 

Malignant tumors of the kidney are much less 
common in children than in adults. The general 
symptoms are fever, abdominal pain, loss of appe- 
tite and weight, and irritability. The one constant 
sign is enlargement of the abdomen. A careful uro- 
logical examination is necessary. The author cites 
several illustrative cases. 

Tuberculosis of the kidney is rare in childhood. 
In an extensive practice Kretschmer has seen only 
eight cases in children under fourteen years of age. 
However, he believes it is sometimes overlooked. 
He therefore emphasizes that every case of pyuria 
and hematuria should be studied carefully. The 
problem is the same as in renal tuberculosis in the 
adult. When the diagnosis of chronic unilateral 
renal tuberculosis is made, nephrectomy is the 
proper procedure provided the other kidney is free 
from tuberculosis. 

The author discusses in detail urinary calculi, 
acute and chronic infections of the kidney, con- 
genital anomalies, spina bifida, obstruction to the 
outflow of urine, hypertrophy of the verumontanum, 
diverticulum of the bladder, and congenital valves of 
the posterior urethra. His conclusions are summar- 
ized as follows: 

1. Lesions of the urinary tract in infancy and 
childhood occur with greater frequency than is 
generally supposed. 

2. With the exception of benign hypertrophy of 
the prostate and malignant disease of the prostate 
and bladder, the types of lesions occurring in infancy 
and childhood closely parallel those found in the 
adult. 

3. In certain instances, examination has revealed 
the presence of serious destructive lesions of the kid- 
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neys that might have been cured if an early diag- 
nosis had been made and treatment had been given 
promptly. 

4. The problem of diagnosis and treatment differ 
in no way from the problems in the adult. 

5. Close codperation between the general prac- 
titioner, the pediatrician, and the urologist is desir- 
able in order that the patients may be examined in 
the early stages of the disorder and destruction of 
vital organs may be prevented by proper treatment. 

Evcmer Hess, M.D. 


Nuvoli, U., and Impiombato, G.: The Syndrome 
of Urinary Calculosis in Cases of Malformation 
of the Spine (Sindromi di calcolosi urinaria e mal- 
formazioni della colonna vertebrale). Arch. ital. di 
urol., 1931, Vii, 589. 

Roentgen examination has shown that there are 
many cases with clinical symptoms of stone in the 
urinary tract in which no calculi are present. The 
symptoms in these cases are exactly like those of 
true calculosis. Bloody urine is often passed during 
the attacks of colic, and painful points may be 
found over the kidneys and ureters. However, ex- 
amination of the urine reveals no inflammation. 

Of 150 cases with this syndrome which were 
examined by the authors, calculi were found in only 
26, but in all except 16 of the 150 there were mal- 
formations of the spine such as lumbalization of the 
twelfth dorsal vertebra, dorsalization of the first 
lumbar vertebra, sacralization of the fifth lumbar 
vertebra, lumbalization of the first sacral vertebra, 
and spina bifida. Twelve cases in which renal colic 
was caused by spasm without calculosis are reported 
in detail. 

The authors believe that by retarding the elimi- 
nation of urine the spasm in such cases may result in 
renal calculosis, and that it produces hematuria by 
causing the rupture of small blood vessels. The 
spinal malformations, which are due to a complex 
congenital disorder, produce the symptoms simulat- 
ing calculosis by exerting an effect on the urinary 
tract through the sympathetic nervous system. 

AupRrEY Goss Morcan, M.D. 


Herrold, R. D.: Laboratory Methods for the Diag- 
nosis of Gonorrheea in the Male. J. Urol., 1931, 
XXVi, 379. 

In recent gonorrhceal infections single-stain smears 
are suflicient in the presence of acute clinical symp- 
toms. When, in the presence of suggestive clinical 
symptoms, the smears are negative, further examina- 
tions should be made before gonorrhea is ruled out. 

The finding of large numbers of bacteria with or 
without typical intracellular or extracellular diplo- 
cocci by the use of the single stain should be corrobo- 
rated during the same examination by the use of the 
Gram stain. If all findings then suggest specific in- 
fection, a culture should be made. If the culture 


proves negative, provocative measures may be used 
more safely. After such measures more smears and 
cultures should be made. 


The most common cases 
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of this type are: (1) those of non-specific infections 
associated with stricture or chronic prostatitis, (2) 
those of patients who have had some previous medi- 
cation, and (3) those in which there is a definite his- 
tory of infection during the previous year. 

When the smears are doubtful in cases of suspected 
exacerbation of a chronic infection, the patient 
should not be subjected to instrumentation, mas- 
sage, or provocative measures until after further 
clinical observation. 

Positive smears may occur with negative cultures 
and positive cultures with negative smears. 

Gonococci sometimes exist in a saprophytic state. 
It is under these circumstances that cultures are of 
the greatest aid. 

The value of cultures is directly proportional to 
the care used in the collection of the specimens, the 


appropriateness of the medium, and favorable physi- 
cal conditions for growth. The author describes a 
simple and satisfactory blood-agar medium for the 
growth of the gonococcus. 

As a rule nothing can be learned from serological 
methods that cannot be determined better from 
smears and cultures, but serological tests may be 
useful in the differentiation of systemic complica- 
tions associated with so-called postgonorrhceal infec- 
tions in the genito-urinary tract. 

Skin reactions are also inferior to smears and cul- 
tures as diagnostic aids. 

In the male, other bacteria that must often be 
differentiated from gonococci in smears and cultures 
are variants of staphylococci and Gram-positive 
diplococci with similar morphological characteristics, 

C. Travers Srepira, M.D, 











be 


ica- 











SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Bergstrand, H.: Recklinghausen’s Osteitis Fibrosa 
Generalisata with Involvement of Several 
Glands of Internal Secretion and a Roent- 
genologically Demonstrable Parathyroid Tu- 
mor (QOstitis fibrosa generalisata Recklinghausen 
mit pluriglandulaerer Affektion der innersekretor- 
ischen Druesen und roentgenologisch nachweisbarem 
Parathyreoideatumor). Acta med. Scand., 1931, 
Ixxvi, 128. 

The bone changes found in osteitis fibrosa are not 
typical of this condition as marked bone resorption 
may be found in a large number of other diseases and 
in physiological lacunar resorption. Marked bone 
changes in osteitis fibrosa, such as cyst formation 
and characteristic brown bone tumors, may be 
merely extensions of the bone resorption, and con- 
versely there may be cases in which the pathological 
changes in the bone are extremely limited, not even 
being demonstrable in the roentgenogram, and there 
is no pain in the bones. 

In the case reported by the author the pathological 
changes in the bones were very slight despite marked 
parathyroid hyperplasia and a parathyroid tumor 
formation sullicient to cast a roentgen shadow. The 
patient had the classical symptoms of hyperpara- 
thyroidism such as emaciation, asthenia, exhaustion, 
nervousness, tachycardia, obstipation, emesis, thirst, 
polyuria, and a course characterized by remissions 
and recurrences. ‘The thyroid showed diffuse hyper- 
plasia; the adrenals, a deficiency of chromattin in the 
medulla; and the parathyroid, cells resembling those 
found in children, being practically free from fat. 
The parathyroid hyperplasia was diffuse and the 
adenoma formation usually found in osteitis fibrosa 
was absent. SAMUEL J. FoGreLson, M.D. 


Bromer, R. S., and John, R. L.: Ollier’s Disease, 
Unilateral Chondrodysplasia. Am. J. Rocni- 
genol., 1931, XXvi, 428. 


In 1899 Ollier described a cartilaginous dystrophy 
characterized by irregularity and retardation of ossi 
fication of the cartilage in the epiphyseodiaphyseal 
region which occurs usually in the hands and feet and 
affects mainly the diaphyseal ends of the long bones. 
The cartilaginous tissue does not undergo the nor- 
mal process of ossification, but remains in the form 
of masses of cartilage which eventually are spon- 
taneously converted into bony tissue. Ollier empha- 
sized particularly the unilateral distribution of the 
lesions, whereas others have described hereditary 
deforming chondrodysplasia or multiple cartilagi- 
nous exostoses without a special distribution. 

Frangenheim considered the unilateral cases as 
examples of mild enchondromata. 





Stocks collected 495 cases of multiple cartilagi- 
nous exostoses and 142 cases of multiple enchondro- 
mata. He does not regard Ollier’s disease as an 
entity. 

In a case which Kummer kept under observation 
for fifteen years there was no change in the dis- 
tribution. 

Voorhoeve considers exostoses as a secondary sign 
and believes that the primary change is a disturb- 
ance of growth. He classifies all of these lesions as 
dyschondroplasia. 

Bentzon states that the clear spaces at the ends of 
the diaphyses in roentgenograms are generally be- 
lieved to be due to replacement of bone by cartilage. 
He has found that the dense lines running obliquely 
and sometimes almost parallel with the line of the 
shaft show a characteristic localization. They follow 
the arterial supply in a very striking manner. Hence 
he attributes them to a disturbance of the arterial 
supply. He regards Ollier’s disease as a typical 
reaction of the bones against an active hyperemia 
of bone tissue resulting from disorders in blood- 
vessel innervation. He believes that the pathological 
processes may be related to the phenomena seen in 
callus formation following interruption of the blood 
supply in fracture. 

The authors review 26 cases, including their own, 
which come strictly under the classification of uni- 
lateral chondrodysplasia. Rupotrn S. Retcu, M.D. 


Timofeev, P.: One Hundred Cases of Gonorrheeal 
Arthritis (100 Faelle gonorrhoischer Arthritiden). 
Verhandl. d. 3 russ. Urol.- Kongr., Leningrad, 1920, 
P: 33 19630, Pp. 120. 

Of the roo cases of gonorrhceal arthritis reviewed 
by the author, only 5 ran their course as a metastatic 
monarthritis with pus in the joint cavity. In these 5, 
gonococci were found in the pus. All of the others 
ran their course as toxic inflammations localized 
sometimes predominantly in the periarticular tissues 
of the joint or the tendon sheaths and synovial mem- 
branes, but usually in all of these parts simultane- 
ously. In 4 per cent of the cases a joint exudate was 
demonstrable, but in spite of the multiplicity of the 
foci it appeared in only 1 or 2 joints. In 25 cases it 
was serous, in 17 serofibrinopurulent, and in 4 
purulent. Gonococci were found in the pus only in 
the 5 cases of metastatic inflammation. The blood 
cultures were negative. 

The author’s material rules out a predisposition 
from previous joint diseases such as rheumatism and 
tuberculosis. In 4 of the cases the joint affection 


developed during the course of the urethritis; in 21, 
in the first week; in 25, in the second week; in 8, in 
the third week; in 16, in the first month; in 10, in the 
after more than three 


second or third month; in 3, 
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months; and in 7, after more than a year. In 6 cases 
recurrence developed during the course of several 
years. The temperature was normal in 39 per cent 
of the cases, subfebrile in 30 per cent, and febrile in 
31 per cent. Involvement of only 1 joint occurred in 
17 per cent of the cases and involvement of several 
joints in 83 per cent. The condition affected the knee 
in go per cent, the tendon of Achilles in 67 per cent, 
the tendon sheaths of the foot in 55 per cent, the 
talocrural joint in 51 per cent, the region of the hip 
joint in 29 per cent, the tendon sheaths of the hand 
in 27 percent, the shoulder joint in 21 per cent, the 
elbow in 14 per cent, the wrist in 13 per cent, the 
ligaments of the spine in 11 per cent, the sterno- 
clavicular articulation in 5 per cent, the articulation 
of the lower jaw in 4 per cent, the sternocostal 
articulations in 2 per cent, the finger joints in 1 per 
cent, and the lower angle of the shoulder blade in 1 
per cent. In addition, involvement of the spinal 
nerves occurred in 5 per cent, radiculitis in the sacral 
region in 6 per cent, and iritis and conjunctivitis in 
2 per cent. Therefore in the roo cases there were 413 
localizations. No predisposition due to occupation 
was demonstrable. 

The Bordet-Gengou test was carried out in 79 
cases. In 59 it was 4+; in 16, 1+ and 2+; and in 4, 
2—. Evidence of inflammation of the seminal 
vesicles was noted in 86 per cent of the cases, but a 
pathological secretion was present in only isolated 
cases. In 2 cases in which there was a history of 
arthritis of many years’ duration and the strongly 
positive Bordet-Gengou reaction became negative 
the pain persisted, but the patients lost from 20 to 
30 kgm. of fat. These cases led the author to con- 
clude that when the condition runs a torpid course it 
is associated with disturbances of the endocrine 
system. 

In the discussion of this report, FRONSTEIN said 
that in toxemic joint affections immunotherapy 
should be avoided. Of chief importance in such cases 
are measures to increase diuresis. If the arthritis is 
the manifestation of a general chronic sepsis the 
treatment should be directed toward maintenance of 
the general resistance. IX. BANNER-VotctT (Z). 


Small, J. C.: Products of Streptococci in the Treat- 
ment of Arthritis. Med. Clin. North Am., 1931, 
XV, 427. 

Small states that atrophic and hypertrophic 
arthritis are probably different types of the same 
disease. In both, the reactions to vaccine treatment 
are the same. The dosage of vaccine must always 
be kept below the amount which, on repeated in- 
jection, is likely to increase the patient’s reactivity 
by rendering him more hypersensitive. It is often 
difficult or impossible to obtain a vaccine which 
will produce the desired effect on subcutaneous in- 
jection without causing sensitization. Small has 
been using a very dilute saline extract from which the 
streptococci have been filtered out. He injects this 
solution in small doses, starting with 0.05 c.cm., 
at intervals of from four to seven days. The manner 
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of grading the dose according to the reaction ob- 
tained is described. In Small’s opinion the good re- 
sults of this treatment are probably due to the 
desensitizing effect rather than to the production 
of an immunity to the streptococci. 

Cnester C. Guy, M.D. 


Schmorl, G.: The Pathological Anatomy of the 
Intervertebral Disks and Their Relations to the 
Vertebral Bodies (Beitraege zur pathologischen 
Anatomie der Wirbelbandscheiben und ihre Bezie- 
hungen zu den Wirbelkoerper). Arch. f. orthop, 
Chir., 1931, Xxix, 389. 

Following a brief description of the normal anat- 
omy of the intervertebral disks, the author reviews 
the numerous disease conditions of the disks that 
were observed and carefully studied in serial exam- 
inations of about 8,000 spines. The article is especi- 
ally valuable because it treats of the relations between 
these disk changes and the adjacent vertebral bodies 
and the possibility of demonstrating the changes in 
roentgenograms. 

In the discussion of the normal anatomy, mention 
is made particularly of the border of the body of the 
vertebra (“epiphysis of the body of the vertebra”) 
and the cavity of the gelatinous nucleus which can 
be injected with a fluid that casts a shadow in the 
roentgenogram. 

The condition of the intervertebral disks in in- 
volvement of the spine by infectious processes, 
osteoporosis (fish vertebra), and cancer metastases 
is described in great detail. The degenerations which 
constitute the most frequent diseases of the inter- 
vertebral disks are attributed to processes of wearing 
out, and their relation to diseases of metabolism and 
endocrine disturbances is suggested. Illustrations 
show the marked disintegration of the intervertebral 
disk tissue and the extensive formation of fissures 
and cavities that may occur under these conditions. 
Attention is called to the extraordinary frequency of 
spondylitis deformans. To a greater or less degree, 
this condition is present in almost all men and women 
of advanced age. Displacements of disk tissue 
(Schmorl’s nodules) into the bodies of the vertebrx 
and the spinal canal are discussed with great thor- 
oughness. Intervertebral disk tissue can make its 
way into the body of a vertebra when the cartilage 
plate presents perforations (sites of entrance ol 
vessels) or when it is damaged by degeneration. 

Already developed “cartilaginous nodules” which 
have a shell of cartilage or bone separating them 
from the vertebral marrow are of little importance, 
but various sequel of these structures (proliferation 
of blood vessels or fibrous tissue into the interverte- 
bral disk) may result in a considerable loss of elas- 
ticity of the disk tissue. Schmorl’s nodules are im- 
portant and must receive clinical consideration when 
they develop in a comparatively large number of 
consecutive vertebr, when the affected spine is still 
growing, and when such a spine is forced to bear too 
much weight. As a consequence of numerous 
Schmorl nodules,which often are situated not only in 
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the region of the gelatinous nucleus but also farther 
forward, an adolescent kyphosis may develop. The 
author has described this process in an earlier article 
(Fortschr. Roentgenstr., xli, 359). Bulgings of the 
intervertebral disk tissue into the vertebral canal 
(posterior Schmorl’s nodules) were found in 15 percent 
of the spines in Which a search was made for them. 
At the end of the article the author discusses 
briefly the kyphosis of old age which develops on the 
basis of softening and necrosis in the anterior por- 
tions of the intervertebral disks. | JuNcHANNs (Z). 


Kallius, H. U.: Malformations of the Cervical 
Spine, Especially the So-Called Klippel-Feil 
Syndrome (Die Missbildungen der Halswirbel- 
saeule, insbesondere ueber das sogenannte Klip- 
pel-Feilsche Syndrom). Arch. f. orthop. Chir.,1931, 
XXix, 440. 

After a detailed discussion of general theories 
regarding malformations of the spine and their 
genesis, the author presents an ontogenetic theory 
and a theory of the causal genesis of such malfor- 
mations. These synostoses may represent arrests in 
development as well as fusions. 

The author reports in detail eighteen cases of 
malformations of the cervical spine, and on the 
basis of drawings made from roentgenograms 
explains their classification according to one of 
the theories. 

For the Klippel-Feil syndrome the fusion of mal- 
formed vertebra is essential. Simple synostoses of 
well-formed vertebra have nothing to do with it. 
The differentiation of the deformity from other 
malformations of the cervical spine is discussed and 
attention is called to the frequency with which the 
condition is confused with tuberculosis of the spine. 

As a rule no special treatment is required for mal- 
formations of the cervical spine, but occasionally 
measures to prevent an increase in associated cur- 
vatures may be indicated. In some cases of short 
neck it may be desirable to effect a cosmetic reduc- 
tion of the muscle mass at the side of the neck. This 
can be done by means of the special collar incision 
described by Schanz. JUNGHANNS (Z). 


Chandler, F. A.: Lesions of the ‘‘Isthmus’’ (Pars 
Interarticularis) of the Laminz of the Lower 
Lumbar Vertebrz and Their Relation to Spon- 
dylolisthesis. Surg.,Gyncec. & Obst., 1931, liii, 273. 

The author bases his discussion of lesions of the 
lower lumbar vertebral lamina on a review of the 
literature, a study of fetal spines, and eighteen cases 
of such lesions which he reports in detail. He applies 
the term “isthmus” to the interarticular portion 
of the neural arch. He believes that solution of 
bony continuity at this point is more common than 
has been recognized. A developmental origin has 
been claimed for such a cleft, but the author’s study 
of fetal spines showed a single osteogenic center for 
the isthmus instead of two centers and did not sup- 
port the developmental theory. The incomplete 
fissure occasionally seen in roentgenograms suggests 
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defective ossification, but complete division with 
separation of the fragments must be attributed to 
trauma. The latter type of lesion may be diagnosed 
clinically and by the proper interpretation of good 
lateral roentgenograms. Fractures of the isthmus 
are frequently complicated by spondylolisthesis. 
In conclusion Chandler states that in selected 
cases complete fusion of the lower lumbar spine and 
sacrum will restore stability and relieve the symp- 
toms. WALTER P. Blount, M.D. 


Rocher, H. E., and Roudil, G.: Sacrococcygeal Mal- 
formations, An Anatomicoclinical Study and 
an Attempt at Classification (Malformations du 
sacro-coccyx. Etude anatomo-clinique et essai de 
classification). Rev. de chir., Par., 1931, 1, 299. 

Two main types of sacrococcygeal malformations 
are recognized—those accompanied by marked mal- 
formation of the pelvis and leg and usually by dis- 
turbances of the sphincters, which can be recognized 
by clinical examination, and those characterized by 
a small lesion which causes no trouble and is found 
only accidentally on roentgen examination. 

The authors report six cases representing the 
following malformations: 

1. Total sacrococcygeal aplasia accompanied by 
lesions of the pelvic girdle, legs, and sphincters and 
easily identified with the aid of roentgenograms. 

2. Subtotal sacrococcygeal aplasia accompanied 
by complex lesions of the spine and by sphincteric 
disturbances. 

3. Hemi-atrophy of sacral vertebri, a unilateral 
malformation involving several vertebre which is 
accompanied by minor cord lesions but not by 
sphincteric disturbances and is most often found by 
roentgen examination. 

4. Total or partial aplasia of the coccygeal seg- 
ments without clinical symptoms, which is found on 
roentgen examination. 

The detailed case reports are supplemented by 
outline drawings of the roentgen features and fol- 
lowed by a discussion of the embryological develop- 
ment of the spine in each of the conditions de- 
scribed. KELLOGG SPEED, M.D. 


Sceur: Osteomyelitis of the Hip (Ostéomyélite de la 
hanche). Rev. de chir., Par., 1931, 1, 377. 

This report is based on forty-nine cases of osteo- 
myelitis of the hip which were treated on the ortho- 
pedic service of the University of Iowa. In seven 
cases there was a history of trauma. Various organ- 
isms were found, but the staphylococcus predomi- 
nated. The condition becomes less frequent with 
age and is rarely seen after the twentieth year. It 
often follows an acute infectious disease. 

Sceur inclines to the opinion that the disease is the 
result of a septicemia. The exact site of origin of 
the process cannot be determined. Three main 


types are recognized: (1) infectious synovitis of the 
hip, (2) infectious bony coxitis beginning in the head 
of the femur, and (3) true osteomyelitis beginning on 
the diaphyseal side of the epiphysis and spreading to 
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the joint. There is also a form beginning in the un- 
united epiphyses of the acetabulum and rapidly 
spreading into the hip joint. This type is rare. 

Whatever the site of origin, the joint itself soon is 
invaded, the synovia becomes thickened, hard fun- 
gous granulations are formed, and either a clear 
serous fluid appears while the infection still remains 
within the bone or frank pus fills the joint, causing 
an abscess after it bursts and then spreading locally 
or even into the pelvis. The roentgenogram shows 
loss of calcium in the bone head and sometimes a 
marked reduction in size or disappearance of the 
head. In some cases the articular surfaces remain in- 
tact even in the presence of pus. Often the head of 
the bone becomes deformed and the acetabulum 
widened, deepened, and irregular in outline. 

The complications include true and false disloca- 
tion and ankylosis. 

In infants, the symptoms may be those of an 
acute abscess. The abscess may be easily cured by 
drainage, but the condition may be followed in later 
life by lameness due to shortening of the leg or limita- 
tion of movement of the hip. 

In the treatment it is necessary to consider pri- 
marily the patient’s age and general condition. 

In the cases of infants, drainage and supportive 
treatment are indicated. Immobilization of the hip 
is of doubtful value as a dislocation may occur even 
if the patient is in a plaster-of-Paris dressing. A 
waiting policy is advisable. Orthopedic measures 
such as subtrochanteric osteotomy, extra-articular 
arthrodesis, or bifurcation operations may be neces- 
sary later to overcome deformities. In some cases 
with ankylosis, arthroplasty may be indicated. This 
must be undertaken before the muscles have become 
atrophied. 

Twenty-two cases are reported in detail. 

KELLOGG SPEED, M.D. 


Silfverski6ld, N.: Internal Injuries of the Knee 
Joint (Innere Verletzungen des Kniegelenks). 
Nord. med. Tidskr., 1931, i, 280, 308. 

The author treats as internal injuries of the knee 
joint injuries of the ligaments, of the capsule, and of 
the articular surfaces and various neoformations in 
the articular cavity. He gives general directions par- 
ticularly as regards their after-treatment. He states 
that in every case in which operation is to be done, a 
roentgenogram is necessary to complete the diag 
nosis. When the knee joint has been operated on, 
active movements are usually started on the fourth 
day. They are best carried out under the direction 
of the operator himself. On the eleventh day the pa- 
tient is allowed to get up with a plaster dressing. 
Daily massage, especially of the quadriceps, is given. 

1. Sprains. Important factors in typical sprain 
are slight to moderate tears in the medial collateral 
ligament which are frequently confused with menis 
cus lesions. Important in the treatment is the 
application to the knee of an elastoplast bandage. 
The patient should not be put to bed. Hf pain is se- 
vere, a plaster-of-Paris cast may be applied and left 
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on for from eight to ten days, but activity should be 
continued. In this condition it is only movement in 
the knee joint that causes pain, not weight-bearing, 

2. Traumatic hydrops and hemarthrosis. When 
the articular cavity is moderately filled, puncture is 
advisable. Otherwise the treatment should be the 
same as in sprain. In chronic and recurrent cases, 
puncture and the application of a plaster dressing 
are indicated. Movements should be carried out 
with great caution and heat should be applied. 

3. Meniscus injuries. The author cites Steinmann 
as to the origin of meniscus injuries. He states that 
the constitution plays a certain réle. The diagnosis 
is sometimes very diflicult. The findings at opera- 
tion frequently exceed the symptoms, which are 
slight. In simple meniscus injuries the roentgeno- 
gram isalmost always negative. Confusion with sprain 
is frequent. The author refers to the publications 
by Roux on chronic traumatic meniscus conditions 
and to articles by Platt and Bovin (Upsala Lékaref. 
Foérh., 1902). He states that the figures on secondary 
injuries in injury to the menisci vary. Attention is 
called to relationships between arthritis deformans 
and meniscus injury. Arthritis deformans may de- 
velop after extirpation of the meniscus, but in the 
great majority of cases it is so slight that this possi- 
bility should not be regarded as a contra-indication 
(Key and Strémberg: Acta chirurg. Scand., 1930, 
Ixii). This view is held by Bircher, who is often 
quoted. The danger of the development of arthritis 
deformans is considerably greater when the injured 
meniscus is not removed (Sixteenth Swiss Surgical 
Congress, 1929). It is generally agreed that opera- 
tion should be done when the diagnosis of a sub- 
stantial meniscus injury is established with cer- 
tainty. Spontaneous healing occurs only in cases of 
the smallest peripheral detachments. Injuries of the 
menisci which are not operated upon gradually pro- 
duce invalidism. The operation is performed pref- 
erably with the parapatellar incision or Payr’s S- 
incision. In this connection the author refers to the 
publications of Bircher and Wilms. Aleman’s menis- 
cotome is shown in an illustration. The average 
time required for recovery varies. Bircher gives the 
duration of incapacity for work as sixty-six days, 
whereas according to Steinmann it is forty-one days. 
rom various reports it appears that with few excep- 
tions operation restores full working capacity. Of 
273 cases reviewed by Steinmann, incapacity for 
work resulted in only 1, and of 36 cases reviewed by 
rising, it resulted in 2. Reference is made to the 
careful and comprehensive follow-up examinations 
of Bircher (Swiss Surgical Congress, 1929) in 237 
cases in which operation was done. The observation 
period ranged from two to seventeen years. Seventy 
and five-tenths per cent of the patients were free 
from symptoms and had normal function; 29.8 per 
cent were capable of full work in their previous occu- 
pations, but had slight subjective symptoms after 
prolonged exertion or on changes in the weather; 
and o.4 per cent (1 patient) has a 10 per cent in- 
capacity (arthritis deformans). Of those who were 
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injured in sports and treated surgically, 79 per cent 
were able to take up the same sport again. Kon- 
ietzny obtained very good results in 28 per cent of 
his cases, good results in 48 per cent, and fair results 
in 23 per cent. Thomsen had poor results in 7.3 per 
cent. Lowe had good results in 4o per cent, fair 
results in 52 per cent, and poor results in 8 per cent. 

4. Meniscus ganglion. This condition is unusual, 
but not extremely rare. The first case was reported 
by Ebner in 1904. In 1928 Bristow collected about 
30 cases. The author has operated upon 3 cases. 
The etiology and histology are similar to those of 
carpal ganglion. The site is always the peripheral 
margin of the meniscus. The symptoms are usually 
slight, but in some circumstances may become suf- 
ficient to induce the patient to seek operation. 
Restoration to normal requires, at the most, two 
months. 

5. Injuries of the crucial ligaments. The author 
reports his experiences in 50 cases. Most of the pa- 
tients were about twelve years old. As a rule, the 
anterior ligament is the one injured, and in the ma- 
jority of cases there is an associated injury to the 
medial meniscus. The mode of origin is approxi- 
mately the same asin injury to the medial meniscus. 
The click of the tear is often audible. As a rule 
there is haemarthrosis. In most cases the ‘drawer 
phenomenon, genou a resort, genou a tiroir, is present. 
Small tears heal, but absence of subjective symp- 
toms is rare. Bircher, Perthes, Putti, Fisher, Wit- 
tech, and others regard injury to the crucial liga- 
ments as a severe knee-joint injury. The symptoms 
may become so unbearable that the patient will 
demand arthrodesis. In recent years active therapy 
has become more and more favored. With regard to 
the operative methods and the indications, the 
author cites Payr, Perthes, Wittech, Bircher, and 
Lange. 

6. Hoffa’s disease, infrapatellar synovitis. Hoffa’s 
report of this condition was published in 1904, but 
the disease picture was described earlier, by Annan- 
dale in 1887 and by Allingham in 1889. This disease 
is probably caused by trauma, hemorrhage into the 
plice alares, and gradual transformation to chronic 
hyperplasia of the synovial membrane. Hydrops is 
added to the picture, and ultimately incarceration 
pains develop. Bircher found Hoffa’s disease only 
13 times in 250 arthrotomies on the knee. Its treat- 
ment consists in partial synovectomy and excision 
of fat. 

7. Loose body. Loose bodies in the joint are con- 
siderably less frequent than meniscus injuries. They 
occur also in arthritis deformans, osteochondritis 
dissecans, and osteochondromatosis capsularis. The 
author cites the article by Kappis entitled ‘The 
Structure, Growth, and Origin of Joint Mice” 
(Archiv. f. klin. Chir., clvii). Loose bodies in the 
joint and arthritis deformans form a vicious circle. 
In advanced cases it is difficult to say which is 
primary. Osteochondritis dissecans is a non-infec- 
tious knee process, the basic cause of which is not 
known with certainty, as is evident from the variety 
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of names applied to the condition—osteochondroly- 
sis traumatica, aseptic necrosis of bone and cartilage, 
malacopathia, and partial necrosis of the epiphysis. 
The name ‘osteochondritis dissecans’’ originated 
with Koenig in 1887. By some, a_ pathological 
predisposition is assumed. The author refers to 
Hansson’s report in 1929 before the Northern 
Orthopedic Congress in Oslo; to Loehr’s report 
from the Kiel clinic for the period from 1014 to 
1928; to Staa’s statistics from the Rostock clinic; 
to Mueller’s ‘‘ Biology of the Joints’’; and to Fisher’s 
“Chronic Arthritis” which was published in 1920. 
At all operations necessary manipulations must be 
carefully avoided. Operation in the “demarcation 
stage’? promises the best results. Osteochondroma- 
tosis capsularis is characterized by gradual growth, 
primary development outward of the joint from the 
synovial membrane, and the formation of a large 
number of osteocartilaginous bodies. In the folds 
of the synovial membrane are found bodies up to 
the size of a pea and also “collections of stones as 
in a gall bladder” numbering up to 100 (Kienboeck: 
Fortschr. Roentgenstr.). The treatment consists in 
arthrotomy and extirpation. Recurrences may de- 
velop slowly. 

8. Chondromalacia patella. Our knowledge of 
this disease we owe to Buedinger (1906), Laewen, 
Fruend, Weichselbaum, and Aleman (Acta med. 
Scand., 1928, lxiii). The causes of the condition are 
unknown, but are probably a trauma in childhood 
and diminished resistance of the tissues. Car- 
tilage lamella can sometimes be demonstrated in the 
yield of knee puncture. Operation is done only in 
severe cases. In the others, the treatment should 
consist of conservative measures such as puncture, 
the application of a plaster-of-Paris cast, and heat. 
Transition into arthritis deformans is frequent. 

9. Johansson-Larsen disease. The first report 
of this condition was made before the Northern 
Orthopedic Congress at Helsingfors in 1921. The 
disease represents an anomaly in ossification at 
the tip of the patella in children between eleven and 
fourteen years of age and is sometimes confused with 
fracture (patella bipartita). The anomaly consti- 
tutes a counterpart of Osgood-Schlatter disease of 
the tuberosity of the tibia. The cause is usually a 
trauma in youth. The treatment recommended is 
the application of an ambulatory plaster cast over 
the knee. GEeRLACH (Z). 


Fredet, P.: Stieda’s Disease (Sur la maladie de 
Stieda). Bull. ct mém. Soc. nat. de chir., 1931, lvii, 
1043. 

Mauclaire described the condition known as 
Stieda’s disease as an ossification in the internal 
lateral ligament of the knee at its upper extremity 
which is due to trauma. Cases have been recorded 
by Stieda, Vogel, Preiser, Ewald, Pelligrini, and 
others. The author reviews twelve cases which he 
collected from various sources in Paris. The knee is 
generally slightly flexed and held in a valgus posi- 
tion. The roentgenogram in the anteroposterior axis 
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shows a shadow of new bone formation of varying 
size near the upper insertion of the internal lateral 
ligament which is usually detached from the bone or 
elongated and adherent at one end to the femur but 
in some cases is completely fused with it as a pro- 
jection. Nothing can be palpated manually. 

The bone shadow may represent a small osteoma 
torn off by trauma or formed secondarily by the 
development, as after fracture, of bony elements en- 
closed in torn-off tendon or ligament fibers. The 
lesion ‘has been called ‘Stieda’s shadow” and 
“‘Stieda’s fracture.”” However, the assumption of a 
fracture origin is warranted only when the shadow is 
found immediately after trauma or a corresponding 
depression in the condyle is seen in the roentgeno- 
gram and found at operation. 

Most of the shadows in well-studied cases have 
appeared quite late after injury (after a period rang- 
ing from four days to a month), and many shadows 
have enlarged while they were under observation. 
Fredet concludes that the bony masses are not the 
result of fracture but merely new bone formations 
in the capsule of the joint or nearby tissues. 

Undoubtedly, most of the functional disturbances 
attributed to these bodies are due to associated 
lesions such as sprains or joint injuries. As a rule 
operation is contra-indicated as it leads to further 
psychic disturbances and may increase the amount 
of bone formed. Surgery is advisable only when the 
new bone formation definitely obstructs the function 
of the joint. KELLOGG SPEED, M.D. 
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Biancalana, L.: The Evolution and Biological and 
Therapeutic Value of Autoplastic Bone Grafts 
in the Treatment of Osteo-Articular Tubercu- 
losis (Evoluzione, valore biologico e terapeutico 
degli innesti ossei autoplastici usati nel trattamento 
della tuberculosi osteo-articolare). Arch. ital. di 
chir., 1931, Xxix, 469. 

After briefly reviewing the current theories regard- 
ing the etiology, pathology, and therapy of bone 
tuberculosis, Biancalana reports a series of experi- 
ments in which he observed that autoplastic bone 
grafts introduced into the epiphysis and metaphysis 
gave rise to a hyperemia, an intense connective tis- 
sue reaction, and new bone formation, and that 
heterogenous bone grafts produced similar but 
milder reactive changes. The difference in the re- 
sponse to the two types of grafts he attributes to the 
vital quality of autoplastic bone transplants which 
enables them to participate actively in the reactive 
processes. 

The author reports also a series of clinical cases 
which demonstrated the beneficial effects of auto- 
plastic bone grafts on bone tuberculosis. The bone 
transplanted into the tuberculous area produced a 
re-activation of the bone marrow and extensive con- 
nective tissue and new bone formation with subse- 
quent arrest of the tuberculous process and definite 
clinical improvement. 
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In the case of a boy ten years of age Biancalana 
obtained a postmortem specimen of a femur in which 
he had inserted an autogenous bone graft through 
the greater trochanter into the neck for tuberculosis of 
the hip six months prior to the patient’s death. The 
histological sections showed, besides rather slow 
absorption of the bone graft, an increase in the cal- 
cium content and an active connective tissue and 
bone proliferation. In the other cases in which an 
autoplastic bone graft was fixed in tuberculous foci 
clinical cures were obtained and the roentgenograms 
showed marked anatomical improvement in the 
lesion. 

The author reports also a case which demonstrates 
that in the absence of a specific inflammatory process 
in the joint cartilages a transarticular bone graft pro- 
duces only a temporary arthrodesis. The intra- 
articular portion of the graft becomes fractured and 
resorbed and the motility of the joint is restored to 
normal. 

Biancalana concludes that the autoplastic graft- 
ing of bone into tuberculous osteo-articular lesions 
is a conservative procedure which reduces the time 
of disability and gives consistently good results. It 
is indicated particularly in cases showing little re- 
cuperative reaction in which, otherwise, a cure would 
be difficult to obtain without radical mutilating 
operations. Perer A. Rost, M.D. 


Schliepe: The Importance of the Krukenberg 
Operation for Restoration of Function in 
Young Persons Subjected to Amputation of 
the Forearm (Die Bedeutung der Krukenbergope- 
ration fuer die Entkrueppelung jugendlicher Un- 
terarmamputierter). Verhandl. d. deutsch. orthop. 
Gesellsch., 1931, 174, 182. 

After much opposition, the operation described 
by Krukenberg in 1917 has been adopted in civil 
surgery. Becher, Rey, Porzelt, Winter, and Biesalski 
have recommended it strongly. The author has 
performed it fifteen times since 1918, twice bilat- 
erally and six times on young persons. It is indi- 
cated in every case in which there is a sutficiently 
long forearm stump, particularly when the hand is 
lacking. Krukenberg required that the stump be 
20 cm. long, but shorter stumps may be used. In 
the author’s cases the minimal length of the tongs 
measured from the commissure was 9 cm. and the 
maximal length 14 cm. Schliepe places the minimum 
length of the stump at 12 cm. from the olecranon, as 
the two bones must be divided not less than 7 cm. 
distant from this point. The elbow and _radio- 
ulnar joints must be intact, the skin and mus- 
cles must not be too greatly cicatrized, and paralysis 
and large muscle defects must be absent. In cases of 
congenital forearm stump all of the muscles must be 
demonstrable. The operation must not be done too 
early after infections. However, Winter operates 
when the operative wound is clean. Porzelt believes 
that in cases of fresh injury operation should be done 
immediately in order that such flaps of skin as may 
be present may be used for the covering of the tongs. 
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Krukenberg operated with good results nine years 
after the injury. 

As attention must be paid to the patient’s mental 
attitude, it is advisable to see that he has working 
companions at the cripples’ home. 

In the cases of persons who are blind, the opera- 
tion should not be undertaken. The epiphyses are re 
moved only when the entire forearm stump is pre- 
served. In the cases of young persons little bone is 
resected above the epiphyses as the stump without 
the epiphyses grows poorly. The long tongs are no 
hindrance. 

Only the flexor digitorum profundus muscle and 
the thumb muscles are excised. In the author’s 
opinion the procedure of Latowski with removal 
of all muscles, that of Putti which leaves the 
bones short, and reconstruction of lower joints 
are unsuitable. If the incision is made far enough 
toward the ulna, primary covering of the radius can 
always be done. The skin defect over the ulna is 
covered with a pedunculated abdominal flap which 
is divided on the twelfth or fourteenth day. The 
author considers unnecessary the two-stage division 
of the skin flap on the twelfth and fourteenth days 
which is recommended by Flockmann. 

The after-treatment is begun fourteen days after 
the operation with galvanization by means of 
Leduc’s interrupter followed by active exercises. 

The gripping function is not a simple hinge move- 
ment of the radius against the ulna, but is combined 
with pronation and supination movements. Accord- 
ing to Krukenberg, adduction is brought about by 
the biceps, pronator teres, flexor carpi radialis, and 
radial half of the extensor digitorum sublimis; abduc- 
tion by the supinator longus, extensor carpi radialis, 
and extensor digitorum communis; supination, by 
the supinator longus and supinator brevis; and pro- 
nation, by the pronator teres. In the author’s cases 
good closure of the tongs at the tip was always ob- 
tained even when the elbow was extended. In only 
two cases did a secondary osteotomy or osteoclasis 
of the radius prove necessary. With the tongs open 
to the widest extent, the angle should be at least 30 
degrees. The author obtained an angle up to 50 
degrees. In the use of the tongs not only a strong 
muscular action but also a fine sensitiveness of the 
skin of the stump is important. Wolff’s investiga- 
tions showed that sensitiveness is greatest at the tip 
of the tongs and decreases gradually with the dis- 
tance from the tip of the stump. The intact limb at 
the level of the stump was less sensitive than the 
stump. The transplanted abdominal skin is more 
sensitive than the skin which belongs to the stump. 

Schiepe says that patients operated on unilaterally 
and having one normal hand do not need a pros- 
thesis, but those who have been subjected to ampu- 
tation of both forearms should be supplied with a 
prosthesis on one side. Suitable and actively mov- 
able models have been devised by Krukenberg, 
Biesalski, Fraenkel, and Scheel. A prosthesis is in- 
ferior to the Krukenberg tongs in functional capacity 
and is more for cosmetic purposes. 
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The functional results of the Krukenberg opera 
tion are excellent. The patients are able not only to 
carry on the ordinary activities of daily life with the 
hand, but also to work at trades almost as well as 
with a normal hand. Even persons who have under- 
gone a double amputation can attain full capacity 
for work with the Krukenberg tongs, as Ray demon- 
strated in the case of a cabinet maker. The Kruken- 
berg hand gives the person with an amputated fore- 
arm both full working power and new courage for 
life and makes him a useful member of society. 

ENGEL (Z). 


Gatellier, J., and D’Aubigné, M.: Arthrotomy on 
the Hip by a Modification of the Ollier Proce- 
dure (L’arthrotomie de la hanche par le procédé 
d’Ollier modifié). J. de chir., 1931, xxxviii, 24. 

The arthrotomy described by the authors is for 
use in pseudarthrosis of the neck of the femur. In 
the Ollier method, the hip joint is approached by 
means of a curved incision made around the greater 
trochanter while the leg is held in flexion at 135 de- 
grees and in adduction. Resection of the greater tro- 
chanter and its attached muscles then follows. The 
authors modify this procedure by carrying the limbs 
of the ‘‘U” incision higher and reflecting with the 
cut-off trochanter all of the upper portion of the fre- 
quently thickened capsule of the hip joint. This per- 
mits an excellent view of the joint and avoids the 
necessity of cutting muscular or ligamentous struc- 
tures deep in near the hip. The technique is de- 
scribed in detail and shown in schematic drawings. 

The approach to the hip joint having been com- 
pleted, the limb is brought further into adduction 
and the upper surface of the neck and the head of the 
femur are examined for fibrous union or non-union 
of the neck and to determine the position and state 
of nutrition of the bone fragments, 

If pseudarthrosis is found the surface is excised 
and freshened back to properly nourished bone, a 
bone graft from the tibia is driven through the tro- 
chanteric portion into the head, and osteoperiosteal 
grafts are packed about the freshened fracture site 
at the neck after the leg has been extended and ab- 
ducted. The reflected trochanter is then brought 
back into place and screwed on solidly. The wound 
is closed and continuous extension in traction is used 
to hold the reduction. 

In the handling of the patient after the operation 
great care is necessary to avoid breaking the graft 
which crosses the neck. 

In cases in which the head will not take a trans- 
plant on account of fragmentation or a poor state of 
nutrition, Whitman’s reconstruction operation is 
performed. 

Four weeks after the operation the patient is 
allowed up in a short plaster-of-Paris dressing 
which holds the limb abducted. If bony union is 
desired after an operation which leaves the head of 
the femur in situ the postoperative immobilization 
is continued for from three to six months. 

KELLOGG SpEED, M.D. 





66 





Mathieu, P.: Arthroplastic Resection of the Hip 
(La résection arthroplastique de la hanche). J. de 
chir., 1931, XXXviii, 1. 


The American term for the operation discussed is 
“reconstruction of the hip.”’ The procedure con- 
sists in removing the head of the femur and intro- 
ducing the remodelled cervical portion of the femur 
into the acetabulum, the greater trochanter being 
thereby transferred to a freshened surface of bone 
lower down on the femur. The purposes of the opera- 
tion are to conserve mobility of the hip and relieve 
pain. Its three chief indications are old traumatic 
dislocation of the hip, non-union after fracture of the 
neck of the femur, and old acute arthritis of the hip 
with ankylosis. 

After a brief review of the history of reparative 
surgery of the hip, the author describes his operative 
technique, which is divided into the following six 
steps: 

1. Exposure of the hip by an anterior right-angled 
incision downward from the anterosuperior spine of 
the ilium to below the trochanter and then directly 
backward at a right angle. 

2. Resection of the greater trochanter of the femur 
with its attached muscles. 

3. Opening of the hip joint and removal of the 
head of the femur. 

4. Remodeling of the neck of the femur followed 
by its introduction into the acetabulum. 

5. Re-implantation of the greater trochanter of 
the femur onto the exposed shaft by a screw. 

6. Closure of the soft parts. 

On completion of the operation a plaster-of-Paris 
body cast isapplied to hold the leg abducted 
and slightly inverted. After ten days the plaster may 
be bivalved or the leg swung into suspension trac- 
tion maintaining the position given but permitting 
knee and thigh movement. 

In cases of bony ankylosis after acute arthritis of 
the hip it may be necessary to use a covering of trans- 
planted fascia over the remodeled neck. Any pain- 
less range of motion in the hip is highly desirable. 
A range of 20 degrees gives excellent function. In 
two of the author’s cases of pathological dislocation 
after acute osteo-arthritis of the hip the results were 
poor as there was no motion after the operation. 
Mathieu performs the operation usually in cases of 
ununited fracture of the neck of the femur or osteo- 
arthritis in adults. 

The danger of shock and infection are discussed. 

Two cases operated upon in the manner described 
are reported in detail. KELLOGG SpeED, M.D. 


Milgram, J. E.: A Modification of the Rotation 
Arthrodesis of the Knee (Roeren). Surg., Gynec. 
& Obst., 1931, liii, 355. 

In the author’s modification of Roeren’s opera- 
tion for arthrodesis of the knee joint a cylinder of 
bone, half from the femur and half from the tibia, 
is removed from the knee and rotated 90 degrees 
so that it acts as a twin graft across the joint line. 
To facilitate rotation of the loosened pieces Roeren 
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uses a cylindrical chisel in two parts with a flat 
plate between them, whereas Milgram employs a 
cylindrical saw. The shank of Milgram’s saw is 
drilled to take a 44-in. rod on the end of which is a 
malleable plate. ‘The plate is inserted between the 
articular surfaces and the rod used as a guide in 
sawing. When the rod is pushed home, the plate 
projects 5€ in. beyond the teeth of the saw so that 
there is no danger of cutting the popliteal vessels. 
For removal of the grafts Milgram uses a gouge 
curved as an arc of the saw blade. 
Watter P. Biount, M.D. 


FRACTURES AND DISLOCATIONS 


Pazzagli, R.: Fractures of the Carpal Scaphoid 
(Considerazioni sulle fratture dello scafoide del 
carpo). Ann. ital. di chir., 1931, x, 678. 


The author reports ten cases of fracture of the 
carpal scaphoid. He states that such fractures con- 
stitute only from o.5 to 2 per cent of all fractures. 

The usual signs of a fracture of the carpal scaphoid 
are deformity in the region of the bone, swelling 
on the dorsum of the bone with obliteration of the 
anatomical! snufi-box, and limitation of motion, espe- 
cially of radial flexion and extension. Some cases 
present Kirsch’s signs, i.e., pain on pressure and 
crepitation in the scaphoid region. Roentgenograms 
demonstrate Dwight spots. 

As all of his ten patients were between twenty and 
twenty-seven years of age, Pazzagli concludes that 
fractures of the carpal scaphoid are most frequent in 
the young adults. However, they may occur at any 
age. Cones reported such a fracture in a child of 
twelve years and Magliulo observed one in a patient 
of sixty years. 

In discussing the mechanism of scaphoid fractures 
the author calls attention to the fact that the scaph- 
oid possesses two centers of ossification, one at each 
pole. Most fractures occur at the point of fusion of 
the ossification nuclei where the bone shows de- 
creased density and no structural trabeculation. 

In indirect trauma to the wrist joint (as from a 
fall on the hand) the carpal scaphoid is crushed be- 
tween the styloid of the radius and the trapezium. 
In direct violence to the hand, especially when it is 
semiflexed and adducted, the scaphoid assumes a 
more superficial position thereby increasing its sus- 
ceptibility to injury. The scaphoid is at a mechani- 
cal disadvantage also when direct trauma is imposed 
upon the dorsolateral surface of the wrist in the 
adducted position. 

The treatment of fracture of the carpal scaphoid 
consists in reduction and immobilization of the wrist 
in slight ulnar deviation for from eight to twelve 
days in a plaster-of-Paris cast followed by electro- 
therapy, diathermy, massage, and active and pas- 
sive motion twelve days after the injury. 

In conclusion the author says that the general 
practitioner should make a careful roentgenological 
examination of all wrist injuries. 

S. L. GOVERNALE, M.D. 
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Magnus: Trauma and the Spinal Column (Trauma 
und Wirbelsaeule). //. Unfallheilk., 1931, viii, 31, 
59- 

This is the report made by Magnus before the 
Deutsche Gesellschaft fuer Unfallheilkunde on 
traumatic injuries of the spine which had come under 
his observation during the previous sixteen months 
in hospital and clinic practice and in examinations in 
compensation cases. After the exclusion of all doubt- 
ful cases it was found that 608 persons with fractures 
of vertebral bodies had been observed. In 510 cases 
only 1 fracture had been sustained; in 93, 2 fractures; 
in 2, 3 fractures; and in 3, a luxation. The report is 
therefore based on a total of 705 spinal injuries. 

The distribution of the injuries was the usual dis- 
tribution. The first lumbar vertebra was involved in 
193 cases and this vertebra and its two nearest neigh- 
bors were involved in 431 cases, almost two thirds of 
the total number. The most frequent combination 
in the 78 double fractures of adjacent vertebra was 
the twelfth thoracic and the first lumbar vertebra, 
which occurred in 29 cases. Next in frequency was 
fracture of the first and second lumbar vertebra, 
which occurred in 13 cases. In the 15 cases in which 
the fractured vertebra were not adjacent, no one com- 
bination occurred with special frequency. Of the triple 
fractures, 1 included the twelfth thoracic to the 
second lumbar vertebra and the other the first to the 
third lumbar vertebra. In the great majority of cases 
the mechanism was wedge-shaped compression with 
the narrow edge of the wedge forward. 

Paralysis occurred in 109 cases—ot of single frac- 
ture and 15 of double fracture. From this fact it 
appears that double fracture is not necessarily asso- 
ciated with greater danger of cord involvement than 
single fracture or simple luxation. The incidence of 
paralysis was highest in the cases of injury of the 
first lumbar vertebra. Of the 56 patients with com- 
plete paralysis, 7 died within a short time, 34 re- 
mained permanently paralyzed, 7 showed consider- 
able improvement, 5 ultimately showed only traces 
of the paralysis, and 3 were completely cured. Of 
the 37 patients with incomplete paralysis, 23 showed 
no improvement, 3 showed improvement, 1 was al- 
most cured, and 1o were completely cured. Of 7 
patients with isolated paralysis of the bladder and 
rectum, 5 were cured. The 1 patient with paralysis 
of only the rectum showed no improvement, whereas 
of the 8 patients with paralysis of only the bladder, 3 
showed no improvement and 5 were cured. 

Magnus emphasizes that all improvements and 
cures occurred spontaneously. He states that he has 
not yet been able to persuade himself to operate on a 
vertebral fracture with the object of removing or 
improving nerve symptoms. He assumes that in 
cases capable of improvement the symptoms are due, 
not to lesions of the cord, but to haemorrhages into 
the cord substance or cedemas, resorption of which is 
followed by the re-establishment of free conduction. 
Autopsy studies have convinced him that injury to 
the cord by the fragments of a vertebral fracture 
cause permanent paralysis which cannot be corrected 
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by decompression trephination, and that in cases 
susceptible of improvement retrogression takes place 
without operation. In the treatment, interest is 
centered on the bladder since most of the complica- 
tions and dangers are to be expected from this source. 
The author cites publications by his assistant, 
Hansen, who has discussed in detail the urology of 
spinal fractures with paralysis. The paralysis of the 
internal sphincter and exposure to view of the poste 
rior urethra and colliculus seminalis which were 
observed by Schramm were found by Magnus in all 
of his 44 examinations. Magnus holds that they are 
positive proof of vesical paralysis originating in cord 
injury and that their absence is of value as a negative 
sign. 

The author refers briefly to the so-called inflam- 
matory stones in the bladder. He states that these 
are exclusively primary vesical stones, i.e., incrusta- 
tions of cast-off gangrenous mucous membrane. 

In contrast to the poor results in cases of paralysis, 
the end-results in cases of simple fracture of the spine 
are encouraging. Magnus limits his discussion to 202 
cases treated at Bergmannsheil. The average dura- 
tion of illness was sixteen and nine-tenths weeks and 
the average disability compensation at the time of 
the patient’s discharge was 45 per cent. After one 
year the average disability compensation of those 
who were re-examined was 38.3 per cent; after two 
years, 29.7 per cent; and after three years, 22.7 per 
cent. However, these figures are too unfavorable for 
after the first year the patients who no longer re- 
ceived compensation were not summoned to the re- 
examinations and hence did not influence the average 
figures. 

In the treatment, the patient was kept flat on his 
back and given massage from the third or fourth day 
until the end of the fourth week. ‘Then, for two 
weeks, he was given exercises in bed. At the end of 
the sixth week he got out of bed. No plaster bed, 
extension, or reclination was included in the treat- 
ment, and no attempts were made forcibly and 
purposely to disturb the impaction of the fracture 
that is so necessary for healing. Magnus states that 
there is no danger that loosening of the impaction 
will occur accidentally during the first few days 
when the patient is being changed and cause paraly- 
sis secondarily. The treatment described affords 
favorable conditions for function, prevents atrophy 
of the muscles of the back, and favors healing of the 
fracture. Magnus regards it as incorrect to assume 
that the conditions for healing are particularly un- 
favorable in fracture of the body of a vertebra. He 
states that this error has led to corset treatment and 
to keeping the spine immobilized and free from 
weight-bearing for years and has often resulted in 
crippling. Von Brunn gave up ordering supporting 
apparatus many years ago and now in the Ruhr coal 
district hardly any patients wear corsets. When pa- 
tients wearing corsets come from other districts for 
treatment or for compensation decisions the difference 
between them and the patients treated in Berg- 
mannsheil is always striking. The patients coming 
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from other districts have been laid up for an average 
of twenty-eight and one-tenth weeks (as against six- 
teen and nine-tenths weeks in the cases treated at 
Bergmannsheil), their initial disability compensation 
was 64.5 per cent as against 45 per cent, their dis- 
ability compensation after the first year is 61 per 
cent as against 38.7 per cent, and their disability 
compensation after the second year is 54.2 per cent 
as against 29.7 per cent. Actually, the situation is 
still more unfavorable since all are counted as corset 
wearers, even those who are able to discard the sup- 
porting apparatus very soon. ZILLMER (Z). 


Guttmann: Trauma and the Spinal Column 
(Trauma und Wirbelsaeule). HW. Unfallheilk., 1931, 
viii, 37. 

In discussing the mechanism of injury to the 
nervous system in trauma to the spinal column, 
Guttmann says that in spite of the apparently free 
suspension of the cord in the vertebral canal, there 
are numerous connections between the spine and the 
cord by which a blow striking the spine is transmitted 
to the cord and may exert traction or pressure upon 
it. The severity of the cord lesion is not dependent 
on the severity of the spinal injury as even the most 
severe forms of injury to the spine, such, for example, 
as luxation fractures, may occur without the slightest 
effect on the cord or its roots. However, persons who 
have sustained such injuries are always in great 
danger because, on the slightest provocation, cord 
symptoms of the greatest severity may develop 
immediately. The author therefore believes that 
such persons should wear a head support perma- 
nently, even though they are free from cord symp- 
toms. Conversely, there are cases in which trauma 
that left the spine wholly intact has been followed by 
more or less serious injuries to the cord or its roots. 
The author discusses the mechanism of such injuries 
to the cord in detail. He states that the injury may 
arise from a temporary bending in of the spine with 
stroke and counterstroke action on the cord or from 
traction or pressure on the cord caused by the sudden 
enormous increase in pressure in the entire cerebro- 
spinal fluid system. Injury to the cord from explosion 
belongs in the class of injuries due to the action of 
blunt force on the spine without direct injury to it. 

Guttmann next takes up cord injuries in traumata 
that have injured the spine. He distinguishes be- 
tween spinal injuries without opening and those with 
opening of the vertebral canal. He states that if the 
injury to the cord caused by the trauma is so severe 
that conduction is entirely stopped in all parts of the 
transverse segment of the cord at any point the com- 
plete or total transverse segment syndrome results. 

In discussing the individual nervous disturbances, 
Guttmann states that, in his opinion, pain after 
spinal trauma may be caused by irritation of the 
sympathetic cord or its spinal ganglia or of the rami 
communicantes as well as by irritation of the spinal 
roots. 

The author next discusses the pathologico-ana- 
tomical changes caused by trauma to the cord and 
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its roots. He says that on the basis of histological 
observations Jakob came to the conclusion that at 
least some of the cord changes in acute compression 
of the cord may result from primary injury to the 
nerve parenchyma from the trauma. To this 
purely parenchyma injury is added injury to the 
vascular and lymphatic systems. A traumatic 
endarteritis obliterans develops. The endarteritic 
changes require several months to reach their maxi- 
mum development. There may be complete occlu- 
sion of the vessels. Late malacias may be sequela, 
The development of a true syringomyelia from trau- 
ma has been denied, but the possibility that an 
already existing syringomyelia may be made worse 
by trauma must be admitted. 

In the last part of his report, in which he discusses 
the treatment of spinal injuries, the author states 
that surgeons have recently been adopting a more 
conservative attitude. This is evident in the reviews 
of the subject by Schmieden and Magnus. Magnus 
has even spoken against the supporting corset, with 
the qualification, however, that in doing so he 
referred chiefly to fractures of the twelfth thoracic 
and first lumbar vertebrie without cord phenomena. 
Guttmann emphasizes that in spite of the most exact 
neurological examination and in spite of the use of 
every diagnostic measure we possess, it is sometimes 
impossible to decide whether a division of the cord or 
an equivalent injury has been sustained or whether 
the cord or the cauda equina has been merely com- 
pressed and not injured too extensively to prevent 
prompt recovery if the pressure is removed early. 
Therefore if operative treatment is delayed too long 
a reversible cord injury is allowed to become irrevers- 
ible. Moreover, when it is realized that with faultless 
technique no injury can result from the operative 
exposure of the compressed cord by opening of 
the dura, operative treatment seems still thor- 
oughly justified from the neurological standpoint 
for spinal injuries accompanied by cord symptoms 
and in certain cases it seems to be definitely 
indicated in preference to conservative methods. In 
Foerster’s opinion, acute progressive traumatic 
cedema is an unconditional indication for operative 
intervention because of the danger of respiratory 
paralysis. In this condition simple laminectomy for 
the relief of pressure is not enough; it is necessary to 
open up the area of contusion and allow free egress 
to the fluid which has collected in the interior of the 
cord. KILtMER (Z). 


Freund, E.: The Roentgen Picture of Aseptic Ne- 
crosis in Fracture of the Neck of the Femur 
(Sul quadro radiografico della necrosi asettica nella 
frattura del collo femorale). Chir. d. organi di 
movimento, 1931, XVi, 223. 


A factor contributing to aseptic necrosis of the 
head of the femur following fracture is loss of con- 
tinuity of the round ligament with its blood vessels. 
In traumatic injuries of the femoral neck in which 
the round ligament has been preserved this ligament 
is capable of initiating a late process of re-organiza- 
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tion with resorption of the necrotic tissue and re- 
placement of the latter by new bony tissue. 

In seven cases of fracture of the femur reported by 
Freund the roentgenograms showed more or less 
complete necrosis of the neck of the femur with pro- 
nounced coxa vara and osteoporosis of the head 
manifested by areas of decreased density. Cases in 
which the round ligament and blood supply remained 
intact showed definite areas of re-organization and 
absorption of the necrotic bone with substitution of 
new bone trabecule. The new bone formation began 
at the site of insertion of the round ligament and 
gradually invaded the medullary portion of the neck 
of the femur. In cases in which the round ligament 
was destroyed but the superior and inferior cervical 
arteries remained intact the absorption of the ne- 
crotic bone and the production of new bony tra- 
becule originated in either the medial or the lateral 
aspect of the neck of the femur and tended to spread 
toward the distal fragment. 

The author is of the opinion that the histopatho- 
logical changes observed by him in aseptic necrosis 
are closely allied to those shown in the roentgeno- 
gram in Perthes’ disease. 

The seriousness of the effect of the nutritional dis- 
turbances upon the head of the femur is dependent 
upon the age of the patient. Young persons are 
able to overcome the effects more readily than old 
persons. 

The diagnosis of aseptic necrosis is of considerable 
practical importance. Without doubt, the nutri- 
tional disturbances in the proximal fragment in 
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fractures of the neck of the femur favor the forma- 
tion of a pseudarthrosis. Consolidation of the frag- 
ments is impossible without a prodigious formation 
of medullary callus on the part of the distal as well 
as the proximal bone. 

In cases in which internal fixation of the fragments 
was done the outcome was invariably unfavorable. 
Instead of favoring consolidation, this fixation pro- 
voked resorption without organization of the ne- 
crotic femoral head. S. L. GoveRNALE, M.D. 


Lantzounis, L. A.: Derangement of the Menisci of 
the Knee Joint. A Report of an End-Resu!t 
Study of 142 Cases Treated by Operation. 
Surg., Gynec. & Obst., 1931, liii, 182. 

Of 142 operations for mechanical injury of the 
menisci of the knee, 85 per cent gave excellent results 
and 15 per cent gave good results. In 19 cases the 
lateral meniscus was involved. Locking occurred in 
only 56 per cent of the cases. Removal of the ante- 
rior three-fourths of the affected cartilage was done 
routinely. The remaining one-fourth did not prove 
an important cause of recurrent symptoms. After re- 
moval, apparently normal menisci frequently showed 
a tear of the posterior half or extensive injury of the 
tibial surface. In 54 cases a meniscus was found to 
be untorn but hypermobile, and relief of symptoms 
followed its removal. The hypermobile cartilage 
must be considered a clinical entity. In no case was 
there an infection of the knee joint or increased in- 
stability of the knee following the operation. 
WALTER P. Biount, M.D. 
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Lindberg, K.: A Contribution on Periarteritis 
Nodosa (Ein Beitrag zur Kenntnis der Periarteriitis 
nodosa). Acta med. Scand., 1931, |xxvi, 183. 

Serial sections were made of three subcutaneous 
arteries excised in a case of periarteritis nodosa in a 
girl of fifteen years who had been under observation 
for four years. The arteries were not found to be 
end-arteries, and the pathological changes were 
limited to a small area around the vessel and to the 
vessel wall. Histologically, the periarterial involve- 
ment consisted of chronic inflammation with oc- 
casional hemorrhagic extravasation. The adventitia 
showed subintimal fibroblastic proliferation, while 
the muscle cells of the media were necrobiotic, 
having a granular cytoplasm, some coagulation 
necrosis, and nuclei which stained so poorly that 
only the nuclear outline could be distinguished. This 
involvement of the blood-vessel wall led to weaken- 
ing of the artery which resulted in aneurismal 
dilatation. The clinical findings and the history of 
the case suggest limitation of the pathological 
changes to the subcutaneous arteries. 

The cause of periarteritis nodosa has not been 
determined, but specific infection, non-specific toxic 
infection, and constitutional predisposition have 
been suggested as factors in the development of 
the condition. 

The article is supplemented by a complete bibli- 
ography. SAMUEL J. Focrtson, M.D. 


Bezverzenko, A.: Neurotic Endarteritis (Ueber En- 
darteriitis neurotica). Nov. chir. Arch., 1930, xxi, 29. 

It has been known for more than forty years that 
primary disease of the peripheral nerve trunks may 
produce severe anatomical changes in the blood ves- 
sels and, as a consequence, serious nutritional dis- 
turbances including gangrene of the extremities. 
These clinical observations have been confirmed 
repeatedly by many experimental investigations. 
However, a serious objection to all these studies is 
that injury to the sciatic nerve leads to paralysis of 
the muscles, circulatory disturbances, and oedema 
of the extremities, a fact which materially diminishes 
the value of the experiments. 

An animal drags the limb with impaired nutrition, 
frequently subjecting it to trauma which leads to 
ulcer formation and the development of ascending 
inflammatory processes that are followed in turn by 
pathological vascular changes. To exclude these 
factors the author performed similar experiments on 
dogs with injury (division or exposure) of the sciatic 
and the intercostal nerves. The intercostal nerves 
were generally sectioned a few centimeters from the 
transverse processes of the vertebra. In the animals 
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with injured intercostal nerves, the corresponding 
vessels were examined histologically five, nine, 
twelve, fourteen, forty-five, sixty, and ninety days 
after the operation. 

On the basis of these experiments and a review of 
the literature, the author concludes that neurotic en- 
darteritis is an independent clinical and pathologico- 
anatomical disease of the vessels which is secondary 
to primary affections of the nerve trunks. The path- 
ological changes are produced by vasomotor disturb- 
ances and disturbances of trophic innervation of the 
vessels about the peripheral nerves. Histological 
changes in the vessels begin from twelve to fourteen 
days after complete interruption of nerve conductiv- 
ity, but considerably later in slowly progressing 
processes, and consist of hyperplasia of the endo- 
thelial celis, degenerative manifestations, and dis- 
solution of the internal elastic membrane. The 
vascular obliteration is focal in character, as was 
first demonstrated by Volkovic. Complete vascular 
obliteration with marked proliferation of the intima 
occurs primarily in the vasa vasorum, as was first 
shown by Fedorov. The proliferation of the intima 
may lead to sclerosis of the media and adventitia 
as a result of nutritional disturbances. The change 
in the intima may lead to thrombosis. An associated 
inflammatory process from any cause increases the 
nerve and vascular changes. The most frequent im- 
mediate cause of gangrene appears to be complete 
vascular occlusion due to proliferation of the intima 
or thrombosis at the point where the vessel assumes 
the character of an end vessel. Irremediable degen- 
erative vascular changes which develop as sequele 
of diseases of the peripheral nerves demand adequate 
treatment for improvement of the blood circulation 
and restoration of the normal nerve influence upon 
the cells. This may be accomplished by neurotomy. 

G. Attpov (Z). 


De Takats, G.: The Differentiation of Organic and 
Spastic Vascular Occlusions. Ann. Surg., 1931, 
XCIV, 321. 

The following classification of vascular occlusions 
is used in the author’s varicose vein clinic: 
1. Mechanical occlusions 
A. Acute: (1) traumatic; (2) embolic 
B. Chronic: (1) degenerative arteriosclero- 
sis; (2) inflammatory thrombo-angiitis 
obliterans 
2. Dynamic occlusions 
A. Spastic: (1) Raynaud's disease; (2) cer- 
vical rib or spina bifida; (3) endocrine 
disorders 
B. Paralytic erythromelalgia 
DeTakats has found that for clinical purposes the 
most satisfactory and simple tests for vascular occlu- 
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sions are the peripheral nerve-block and the dia- 
thermy tests. In organic obstruction the aims of 
treatment are to increase collateral circulation, 
relieve pain, and remove dead parts of the limb by 
amputation. In spastic occlusions, relief of the 
spasms by physical means, drugs, and sympathec- 
tomy is indicated. 

The author emphasizes that cases of organic and 
spastic vascular occlusion are not strictly medical or 
surgical and that therefore the best results in their 
treatment are obtained from the combined efforts of 
a group Clinic. Cart R. Sternxke, M.D. 


Nystrém, G.: The Trendelenburg Operation for 
Pulmonary Embolism (Die Trendelenburgsche 
Operation der Lungenembolie). Nord med. Tidsskr., 
1931, i, 209. 

In the year 1908 the report of Trendelenburg on 
his operation for pulmonary embolism at the Surgical 
Congress in Berlin aroused great hopes, but for sev- 
eral years thereafter not one life was saved by 
embolectomy. The first case of survival after the 
operation was reported by Kirschner in 1924. In 
the period from 1924 to 1930 several other cases 
were reported. Six patients were able to leave the 
hospital as cured. Kirschner reported one case in 
1924; Meyer, one in 1927; Crafoord, two in 1927; 
Nystrém and Meyer, one each in 1928; and Nys- 
trom, one in 1929. No doubt, attempts at embolec- 
tomy were made more often than reported. 

The results of an occlusion of the pulmonary 
artery may vary considerably. Death often occurs 
suddenly or in the course of a few minutes. In other 
cases it does not occur until after five minutes, and 
in half of the cases, until after more than ten minutes 
from the beginning of the attack. This difference 
depends upon the mechanics of the embolic occlu- 
sion. If the catastrophe occurs suddenly any opera- 
tive intervention is useless. It is difficult to deter- 
mine the limits of operability. In the operation of 
Trendelenburg the pulmonary artery together with 
the aorta is constricted by means of a tube. Tren- 
delenburg has given forty-five seconds as the longest 
period of occlusion, but this time was soon extended 
to one hundred and four seconds. In the author’s 
two cases in which recovery resulted the duration 
of the occlusion was respectively one hundred and 
four and one hundred and five seconds. The arrest 
of the circulation produces irreparable damage in the 
respiratory center sooner than in the heart. 

The effects of interruption of the circulation upon 
the brain also vary considerably. In Kirschner’s 
case with recovery, unconsciousness with delirium 
and coma lasted for over four days. Meyer, Krueger, 
and Crafoord observed similar conditions with dis- 
orientation, vomiting, amaurosis, and amnesia. Of 
great importance for recovery are the age, the gen- 
eral condition, the severity of the degeneration of 
the heart, the extent of the infarcts, complicating 
pneumonia, and several other factors. The length 
of time between the beginning of the attack up to 
the beginning of the operation was also very differ- 
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ent. The operation was never carried out unless 
death seemed unavoidable or all signs of life had 
disappeared. Some of the patients who might pos- 
sibly be saved by the operation may die because the 
indications are too strict, but in the presence of such 
a doubtful prognosis the surgeon should be conserva- 
tive until more experience has been gained. The 
chance of a good result from the operation is offered 
when the patient is young or at least is not old, the 
general condition is not too much affected, the attack 
is produced by a massive embolus not preceded by 
extensive infarct formations in the lung, and the 
occlusion is not so sudden or so absolute that death 
occurs immediately. It should be borne in mind 
that mistakes (cardiac insufficiency and uremic at- 
tacks) have occurred in the diagnosis of pulmonary 
embolism. 

In regard to the operative technique, the author 
refers to his detailed report with illustrations in the 
Annals of Surgery, 1930, xciit, No. 4. The exposure 
of the pericardium is usually extremely difficult. 
The intentional opening of the pleural cavity accord- 
ing to the method of Trendelenburg has been aban- 
doned. An attempt should be made to reach the 
pericardium extrapleurally through the anterior me- 
diastinum. The author warns against underestimat- 
ing the difficulties of this procedure. He has pro- 
posed the resection of a part of the fourth rib in 
addition to that of the second and third ribs. After 
the opening of the pericardium, the tube is placed 
around the pulmonary artery and the aorta. The 
opening in the pulmonary artery should be about 
1.5 cm. long. The constriction should not be too 
tight as it has been known to cause perforations and 
ruptures in the posterior wall. Autopsy in such cases 
has shown that a new vessel-occluding thrombus 
developed at that site and led to death secondarily. 
The sites of suture were free. 

A careful study of the anatomical conditions is 
necessary. Mistakes such as opening of the aorta 
instead of the pulmonary artery have occurred. 
The excochleation of the thrombotic masses is done 
with the forceps devised by Trendelenburg. Diffi- 
culties are occasionally encountered in the intro- 
duction of the forceps into the mouth of the left 
branch of the artery. Often the thrombotic masses 
are so soft and loose that they cannot be removed 
with the forceps. The remaining masses then usually 
cause death. An attempt has been made in such 
cases to remove the masses with a suction apparatus. 
This procedure gave the author excellent service in 
one of his cases which ended in recovery. Extrac- 
tion as suggested by Trendelenburg has been done 
successfully in isolated cases, but has also sometimes 
failed. 

As soon as the arterial opening has been closed 
with clamps and the tube is removed, the main 
problem is to bring the heart and respiration into 
action again. A slight pinch with the little finger is 
usually suflicient to produce contractions. Massage 
of the heart is dangerous because it may easily cause 
ruptures (fatty heart). Injections of 1 c.cm. of 
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adrenalin into the aorta have given excellent results. 
In the cases of survival which are reviewed, respira- 
tion began again spontaneously. If it does not begin 
spontaneously, rhythmic inflation of oxygen or 
stimulation of the respiratory center by carbon 
dioxide is indicated. If the heart and respiration 
become active, if the face again regains its color, and 
if the radial pulse again becomes palpable, the opera- 
tion is confidently concluded. If at this time the 
patient recovers from his unconsciousness, light 
anesthesia is induced. 

An excellent organization of the hospital service is 
the chief requisite for the operation. Only when all 
chances of otherwise saving life have gone should 
the operation be attempted. Before that, however, 
all of the preparatory operations up to the exposure 
of the pericardium should be carried out. The after- 
treatment is often associated with much anxiety as 
pneumonia, pleural empyemata, and new throm- 
boses often turn the practically achieved success 
into a failure. The ultimate objective, to find a 
remedy or a procedure by which the development of 
thromboses may be prevented, is still to be attained. 

GERLACH (Z). 


Mulvihill, D. A., Harvey, S. C., and Doroszka, V.: 
Simultaneous Ligation of the Vein in Ligation 

of Large Arteries. Am. J. Surg., 1931, xiii, 431. 
In the past fifteen years there has been consider- 
able discussion regarding the advisability of ligating 


the accompanying vein when a large artery is 
ligated. Some surgeons have insisted on the neces- 
sity of this procedure to prevent gangrene. 

Although most surgeons consider the incidence of 
gangrene of a limb following ligation of its main 
artery to be very high, Halsted did accept this view 
and made an elaborate analysis of all reported cases 
to prove his stand. In experiments on dogs, the 
authors found that uncomplicated ligation of the 
external iliac artery is rarely followed by gangrene 
of the extremity. 

In a careful study of the experimental literature, 
they found no physiological proof that simultaneous 
ligation of the accompanying vein either decreases 
the incidence of gangrene or aids in the establish- 
ment of collateral circulation when the large artery 
is ligated. A study of all of the uncomplicated cases 
reported in the literature in the period from 1900 to 
1930 in which the iliac or femoral arteries were 
ligated with or without ligation of the companion 
vein reveals the incidence of gangrene to be lower 
than it is generally supposed to be. 

In experiments in which they ligated the external 
iliac artery on one side and both the vein and the 
artery on the other side and studied the change in the 
temperature at the periphery of the extremity, the 
authors found that simultaneous ligation of the vein 
had no demonstrable effect in aiding or retarding the 
development of collateral circulation. 

GeorGce A. Cottett, M.D, 
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OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Horsley, G. W.: The Behavior of Alcohol-Preserved 
Fascia Lata of the Ox, Autogenous Fascia, and 
Chromicized Kangaroo Tendon in Dog and in 
Man. Ann. Surg., 1931, xCiv, 410. 


Horsley reports experiments on dogs in which the 
behavior of autogenous fascial transplants, fascia 
lata of the ox, and chromicized kangaroo tendon in 
the peritoneal cavity and the abdominal wall was 
compared. The three types of suture material were 
placed loosely about the small bowel, tied snugly 
about the pylorus, and placed in the abdominal wall 
in apposition to fascia and muscle. Thus their action 
in a normal environment next to muscle and tendon 
could be ascertained and compared with their action 
in the abnormal environment of the peritoneal 
cavity. The amount of relaxation was determined 
by putting the suture material under tension in 
attempting to occlude the pylorus. 

Following this experimental work on dogs, closure 
was effected with alcohol-preserved fascia lata of the 
ox or autogenous strips of fascia lata in five opera- 
tions performed in clinical cases. 

The observations made in the experiments on ani- 
mals coincided largely with those of Koontz. In the 
peritoneal cavity and the abdominal wall of the dog 
the two types of fascial suture reacted similarly. 
Neither became encapsulated. Both atrophied and 
stretched in the abdominal cavity and neither atro- 
phied nor stretched in the abdominal wall. Kan- 
garoo tendon soon became encapsulated and was 
absorbed more quickly in the abdominal wall than 
in the peritoneal cavity. It is much more satis- 
factory than fascia for occlusion of the pylorus, 
causes fewer adhesions, and is highly resistant to in- 
fection. In the presence of infection both types of 
fascia are quickly broken down and absorbed. 

In man, autogenous fascia retains its strength 
whereas the preserved fascia undergoes quick ab- 
sorption which results in postoperative herniation. 
Horsley suggests that the difference in the behavior 
of dead alcohol-preserved fascia of the ox in the dog 
and man may be due to the fact that man is higher 
in the biological scale than the dog and the ingestion 
of beef by man may increase the rapidity with which 
foreign beef proteins are absorbed. 

EK. S. Prarr, M.D. 


Ortin, G. L.: A Clinical and Biological Contribu- 
tion on Transplantation (Sobre practica y bio- 
logia de las plastias). Med. Ibera, 1931, Xv, 213. 


After discussing the literature on transplantation, 
the author reports his own work in transplanting 
grafts from the sciatic nerve into the optic nerve in 
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animals and in transplanting segments or all of the 
cornea. The technique of his operations is described 
and illustrated with sketches. This form of trans- 
plantation requires very fine and delicate surgery. 

Ortin found that only fresh living tissue can be 
used for transplantation. If possible, it should be 
taken at the time of the operation from the same in- 
dividual. If this is impossible, it may be taken from 
a closely related individual of the same sex. It 
should be obtained from the same part of the body 
so that it will be of the same nature as the tissue to 
be replaced. If the surface to be covered is large, a 
number of successive grafts are preferable to one 
large graft. 

As grafted tissue always undergoes some reduc- 
tion in size even when it takes without infection, the 
graft should be made about a third larger than the 
surface to be covered. The edges of the graft must 
be carefully adapted to the bed. The edges of the 
graft and bed should preferably be cut at a right 
angle to favor their nutrition. Hemostasis should 
be practiced very carefully as hemorrhage injures 
the vitality of grafts. 

After the transplantation the graft should be cov 
ered with gauze and the wound dressed every day 
with great care. Hot water should be used to keep 
the graft from sticking to the gauze and becoming 
displaced. Heat applied by means of compresses or 
electricity may be employed to produce hyper.mia 
and improve the blood supply of the graft. 

The graft in nerve tissue acts only as a guide for 
the growth of new tissue. The graft itself does not 
live and function. Heteroplastic grafts are generally 
cast off. However, they sometimes persist for some 
time, as in one of the author’s cases in which a cornea 
transplanted from a chicken to a rabbit persisted for 
more than twenty-one days. 

Aubrey Goss Morcan, M.D. 


Briscoe, Sir C.: The Mechanism of Inflation of the 
Lungs and the Influence of Deflation on Post- 
operative Complications. Lance/, 1931, cexxi, 
513. 

Postoperative collapse of the lung is of four types: 
(1) a condition in which the lower part of the lung is 
more or less airless, but there may be no symptoms, 
(2) simple deflation in which there is bronchial irri- 
tation with secretion, (3) massive collapse of acute 
onset with one or both lower lobes of the lungs air- 
less, and (4) massive deflation of one lung, which is 
most frequently found in injuries and is not neces 
sarily a postoperative complication. The author be- 
lieves that the first two types are not uncommon. 

The elasticity of the lung and rest tend to produce 
deflation. Livingston has shown that a change from 
the upright to the supine position changes the vol- 
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ume of the chest by from to to 20 per cent of the 
total volume of the lung, and Wilson has shown that 
it reduces the reserve air by about 1,200 c.cm. The 
author has found that in the supine position the 
transverse and anteroposterior dimensions of the 
upper part of the thoracic cavity are increased while 
the vertical measurement is decreased. The result of 
the change in posture occurs at the expense of the 
lower part of the thoracic cavity more posteriorly 
than anteriorly. Thus, as long as the recumbent 
position persists, there is deflation of the lower lobes 
with inflation or hyperinflation of the upper lobe. 

In the case of an adult patient who lies quietly — 
the typical postoperative patient—physical signs of 
deflation of the lungs will be fully developed at the 
end of thirty-six hours or sooner. As the lower lobe 
becomes deflated its anterior and inferior margins 
retreat and its base rises, and when deflation is com- 
plete the lobe occupies an area beneath a triangular 
space bounded by a line over the middle spines of the 
vertebra, a horizontal line through the eighth rib in 
the scapular line, and an oblique line extending from 
the fifth dorsal vertebra to a point on the horizontal 
line where the latter cuts the posterior axillary line. 
This is the area where the signs are detected. Over 
a lobe which is partially deflated examination re- 
veals: (1) diminished resonance to percussion, (2) 
diminished air entry on inspiration, tubular breath- 
ing, and sometimes crepitation, and (3) increased 
voice sounds and increased tactile vocal fremitus. 
These are the signs of increased density of the lung. 

Pathologically, the simple picture of deflation of 
the lung has escaped attention because in routine 
postmortem examinations the trachea is not ob- 
structed by some procedure such as ligation before 
the thoracic cavity is opened. When this is done the 
deflated area is smaller, darker, and more solid to 
the touch than normal and the capsule of the lung is 
wrinkled. Microscopic examination shows that the 
walls of the air vesicles are approximated, the blood 
vessels are dilated, and the fibrous tissue is distended 
and more obvious than usual. All stages of incom- 
plete deflation may be found. This is the condition 
which is obviously present to a greater or less degree 
during life in many bed patients. The author em- 
phasizes that deflation of the lower lobe occurs in all 
persons who recline in one position without exerting 
themselves. 

When pulmonary complications follow operation, 
deflation must be regarded as the primary condition 
to which further changes in the lower lobes are 
added. No explanation of pathological changes in 
which this deflation is not taken into account can be 
complete or accurate. Simple deflation is usually not 
detected and merges into simple deflation with se- 
cretion, either non-pathogenic or pathogenic, in 
which the secretion becomes purulent. The massive 
pulmonary collapse has an acute onset characterized 
by pain, orthopnoea, cyanosis, and general distress. 
The symptoms pass off in forty-eight hours. Pasteur 
attributed it to sudden paralysis of some of the res- 
piratory muscles. According to others, the cause is 





bronchial obstruction, and according to a third 
group, pulmonary emboli. In the author’s opinion, 
attacks of massive pulmonary collapse are attacks of 
acute pleurisy occurring when the lower lobes of the 
lungs are already in a condition of simple deflation. 
Deflation of a whole lung is more ditlicult to explain. 
For the prevention or treatment of the condition 
the patient should be placed in the sitting-up pos- 
ture after operation, care must be taken not to band- 
age too tightly above the umbilicus, and active 
movement should be encouraged as soon as it does 
not cause pain. Therapeutic expansion of the lung 
in the early days after operation as a routine proce- 
dure is not advisable, but before the patient’s dis- 
charge from the hospital he should have voluntary 
control over the diaphragm. W. N. Rowtey, M.D. 


Killian, H.: Traumatic Fat Embolism (Die trau- 
matische Fettembolie). Deutsche Ztschr. f. Chir., 
1931, CCXXXi, 97. 

This article is based on a review of the entire 
literature of traumatic fat embolism and 112 cases 
of the condition which were seen at the University 
of Freiburg in the period of twenty-one years from 
1909 to 1929. The unusually large number of cases 
permits the answering of a number of statistical and 
clinical questions. Of 70,000 hospitalized patients, 
fat emboli occurred in 0.16 per cent. Up to 1924 
the annual number of fatal fat embolisms remained 
between 3 and 4, but thereafter a rapid increase to 
10, 14, and 17 was noted. The increase can be ex- 
plained only by a change in the type of patients due 
to the extraordinary increase of severe traffic acci- 
dents with frequent multiple fractures and visceral 
ruptures. In the last five years of the period re- 
viewed the fracture material at Freiburg was doubled 
and the number of fat embolisms increased from 4 
to 5 times. Fat embolism occurred most frequently 
between the ages of twenty and fifty. Ninety-two 
per cent of the subjects were males. 

On the basis of the clinical picture, Killian differ- 
entiates between fat embolism of the lesser circula- 
tion alone and embolism of both the greater and 
lesser circulations. A definite interval occurred in 
only 42 of the cases reviewed. It lasted from two 
hours to several days and averaged from six to thirty- 
six hours. Most of the 70 patients without a free 
interval died in shock within a few hours. The chief 
general sign of fat embolism of both the pulmonary 
and the greater circulations is elevation of the tem- 
perature. Acceleration of the pulse rate is also an 
extremely reliable manifestation of the condition. 
In the differential diagnosis of the pulmonary form 
the early appearance of respiratory and circulatory 
signs is decisive. Motor restlessness, convulsions, 
and vomiting are of great importance as they call 
forth repeated showers of fat emboli and may make 
the condition progressively worse until death ensues. 

An etiological relationship between fat embolism 
and status thymolymphaticus was not found and is 
emphatically denied. While Paltauf’s type of lym- 
phatism was found in 13 per cent of the patients, 
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the latter were susceptible, delicate persons who 
lacked resistance and were predisposed to shock. The 
lability of their circulations predisposed them par- 
ticularly to fat embolism. In contrast to pulmonary 
embolism, adiposity and arteriosclerosis played no 
role in fat embolism. This fact may be explained in 
part by the earlier age at which fat embolism occurs. 
Generalized osteoporosis also is of no importance. 
This is not true, however, of localized osteoporosis 
following infectious disease, which is treated sur- 
gically. 

In an experimental study of the quantitative re- 
lations in fat embolism, the author attacked the 
problem for the first time directly by making chemi- 
cal analyses of normal lungs and lungs with fat em- 
bolism. In general, quantities of fat averaging from 
4 to 5 gm. and up to a maximum of 9 gm. may be 
recognized by the pathologist in the sections, but 
clinically such quantities are not serious. Fat emboli 
of more than 9 gm. may lead to the most threatening 
manifestations, but become the chief cause of death 
only when they are associated with external injuries 
to the respiratory or circulatory organs. The dis- 
semination of from 12 to 20 gm. of fat after a trau- 
matic injury nearly always causes death by blocking 
the circulation. Determinations of the fat content 
of the blood during bone operations revealed slight 
elevations which remained within physiological lim- 
its. In average fat embolisms the free fat cannot 
be detected in the blood because it disappears into 
the capillary area. Determination of the fat content 
of the urine is not recommended as a diagnostic 
measure. In cases of fracture, it reveals only a slight 
elevation of the fatty acids, and after bone opera- 
tions it shows even less significant changes. 

Thefrelationship of shock, hemorrhage, and fat 
embolism is evident from the fact that, of the 112 
cases reviewed, only 2 were without evidence of 
shock. In shock, a large part of the circulating blood 
disappears into the reservoirs, the blood pressure 
sinks, and the pulse rate increases. The heart and 
the circulation are strained to the utmost. The con- 
dition is probably associated with a constriction of 
the greater as well as of the lesser circulations, con- 
striction of the lung filter, and inadequate function- 
ing of the reserve capillaries of the lungs. The pos- 
sibilities of recovery depend upon the last factor. 
The injection of adrenalin has proved of value. It 
is obvious that at the moment of severe straining of 
the circulation the presence of even small quantities 
of fat may be serious. Respiratory obstruction from 
external causes such as chest contusions, compres- 
sion of the lungs, intrapleural hematomata, pulmo- 
nary emphysemata, and damage to the cerebral cen- 
ters regulating respiration and circulation have a 
similar effect. To these may be added depressing 
anesthesia and major shock-inducing surgical pro- 
cedures. 

The therapeutic possibilities are as limited in fat 
embolism as in pulmonary embolism. Prophylaxis 
demands adequate splinting of fractured bones dur- 
ing transportation and the use of sedatives which 
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will not injure the respiration and circulation. Dur- 
ing the first days only necessary operations should 
be done, and these, under local or gas anesthesia. 
In the attack of fat embolism the cyanotic phase 
should be overcome by elevating the blood pressure. 
The author suggests that perhaps ephedralin or 
ephetonin is preferable to adrenalin. Drurcc (Z). 


ANZSTHESIA 


Mekie, E. C.: The Effect of Anzsthesia upon the 
Blood-Sugar Content. Experimental Investi- 
gation. Surg., Gynec. & Obst., 1931, lili, 320. 

The author reports experiments on rabbitsin which 
he studied the effect of anesthesia and traumatic 
shock on the blood sugar, the source of the increase 
in the blood sugar which is associated with shock, 
and the mechanism of the reaction. The anesthesia 
was induced with ether. 

It was found that the hyperglycemia reached its 
maximum after a narcosis of from sixty to ninety 
minutes and that its degree was dependent upon the 
duration rather than the depth of the anesthesia. 

Mekie concludes that the rise in the blood sugar 
was due to mobilization of hepatic glycogen and 
that the action of the ether was exerted directly 
upon the liver cells. © Georcr R. McAutirr, M.D. 


Kaye, G.: Airways. Anes. & Anal., 1931, x, 193. 


Of 105 deaths occurring as the result of the induc- 
tion of anesthesia, to per cent were due to obstruc- 
tion of the airways. This percentage is increased if 
cases of cardiac failure due to a relative anoxemia 
are considered. 

Acute obstruction is associated with deep cyanosis 
and wide excursions of the chest. Even if the ob- 
struction is relieved before death occurs, the damage 
to the cerebral centers from the profound anoxwemia 
may be fatal a day or two later. Anoxwmia may be 
produced also by the administration of a gas anws- 
thetic without sufficient oxygen. 

Chronic suboxemia may result from continued 
oxygen deficiency and terminate in death from car- 
diac or respiratory failure. When in such cases the 
heart was weak, the death is often presumed to be 
due directly to the cardiac failure, the prolonged 
anoxemia not being considered. 

The glottic stridor which may occur during ether 
anesthesia is a reflexigenic condition and is often 
precipitated by an operation about the inguinal 
region. It produces a dangerous anoxemia. To 
terminate it, the administration of the anesthetic 
should be discontinued until it subsides and then 
begun again carefully. Forcing the anesthetic to 
overcome the spasm is dangerous. 

Intratracheal anesthesia may cause respiratory 
spasm. This should be managed in the same way as 
the glottic stridor. 

In rare cases a plug of mucus occludes a bronchus 
and precipitates cyanosis and anoxemia. 

In the cases of patients with an unfavorable pos- 
ture and those with obstruction of the airways by a 
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tumor or inflammatory mass the author uses the 
endotracheal catheter. He states that local anes- 
thesia is preferable to inhalation anesthesia if it can 
be employed, and that ethylene is preferable to ni- 
trous oxide as it permits the administration of a 
greater amount of oxygen. In the cases of patients 
with a defective oxygen-carrying mechanism due to 
cardiac or pulmonary disease, the careful use of 
ethylene-oxygen seems to be the method of choice 
for general anesthesia. 

In conclusion the author says that the need for 
abundant oxygen must be kept in mind, and the 
anoxemic state may be shortened by performing the 
operation quickly. WituraM J. Pickett, M.D. 


Jones, W. H.: Subarachnoid Block. Brit. M. J., 
1931, li, 488. 

The author discusses the anatomy and physical 
characteristics of the subarachnoid space. The cere- 
brospinal fluid passes through the medial and lateral 
foramina of the fourth ventricle into the cisterna 
magna and is distributed over the brain and cord. 
There is no true circulation of the spinal fluid, but 
waves of condensation are communicated to the 
fluid by cardiac and respiratory impulses. The 
movement of injected fluids is determined by their 
weight. The rate of movement will depend upon the 
degree of difference in the specific gravities of the 
two fluids and the angle which the spine makes with 
the horizontal. 

Experiments in which the characteristics of the 
human spine and the rapid absorption into the gen- 
eral circulation of solutions injected into the spinal 
canal were not taken into consideration have led to 
fallacies. The diffusion of the drug with the spinal 
fluid may take place regardless of the specific gravity 
of the substance injected. This is true of novocain 
crystals dissolved in cerebrospinal fluid. Spinocaine, 
which is volatile, is more rapidly absorbed into the 
blood, the end-result being novocain dissolved in the 
cerebrospinal fluid. 

The process of diffusion by gravity differs in vivo 
because of the meshwork of obstructions encountered 
and the constant taking up of the solution by the blood 
and nerve trunks. A long spine requires more solu- 
tion than a short spine. Therefore the dosage must 
be determined by body weight. Gravitation diffu- 
sion is uneven in distribution. 

The author cites Koster’s work in which novocain 
solution applied directly to the medulla and the up- 
per cervical cord did not produce paralysis of these 
centers, but caused analgesia of the entire body. 
Koster concluded that the drug had no effect upon 
the higher centers, but had an affinity for the sen- 
sory roots. The author believes that the animals 
may have been somnolent and analgesic from blood 
absorption rather than from a direct effect of the 
drug upon the nerve tissues. 

The danger of respiratory embarrassment and col- 
lapse is due, not to a regional block of the thoracic 
and lumbar roots, but to absorption into the blood 
of an excessive dosage. The Trendelenburg position 





aids absorption by exposing the drug to a tremen- 
dous absorbing surface. The result is a nerve block 
plus blood absorption. 

The author discusses the method of barbotage and 
the method of direct injection. For the former he 
advises the use of percaine, which is isobaric, rather 
than novocain, which is hyperbaric. For the direct 
injection method he suggests ventral decubitus or 
the lateral position for five or ten minutes to insure 
the application of the drug to the posterior roots 
since a hypobaric solution tends to apply itself in 
greater concentration to the anterior roots. Because 
of its frequently depressing effect, he believes that 
spinal anesthesia is contra-indicated in the cases of 
patients who are poor risks. Shallow respiration and 
anoxemia may have a disastrous effect upon a weak- 
ened heart muscle. Spinal anwsthesia is of most 
value in cases which are good risks and those in 
which pulmonary disease prevents the use of a gen- 
eral anesthetic. Witu1aMm J. Pickett, M.D. 


Govsejev, N., and Rossin, S.: The Toxic Action of 
Novocain in Spinal Anesthesia (Ueber toxische 
Novocainwirkung bei der Rueckenmarksanaesthe- 
sie). Nov. chir. Arch., 1930, xx, 606. 

A twenty-six-year-old woman with sciatica on the 
left side was greatly benefited by physical therapy. 
Subsequently she underwent an operation for ham- 
orrhoids under spinal anesthesia induced with novo- 
cain. Shortly after the operation, stabbing, radiating 
pains occurred in the lumbar region and left lower 
extremity and there was retention of feces and urine. 
Two days later incontinence of urine and faces with- 
out sensation set in. On the seventh day after the 
operation, on making the attempt to stand up, the 
patient experienced such great weakness in the lower 
extremities that she was forced to go back to bed. 
There were disturbances of sensation in the left leg, 
and a perforating ulcer formed on the left foot. 
Thirteen months after the operation the disturb- 
ances of mobility, sensation, and trophism were still 
present. 

On the basis of a thorough investigation, the au- 
thors came to the conclusion that the extensive 
affection of the posterior roots of the spinal cord 
was the result of disease of the membranes. The 
pyramidal tracts were involved in the pathological 
process. All of the changes were of a stable char- 
acter. 

In conclusion, the authors warn against using spi- 
nal anesthesia in the presence of pathological proc- 
esses of the nervous system. G. Atipov (Z). 


Kast, M. B.: The Present Status of Sodium Amytal. 
Anes. & Anal., 1931, x, 183. 


After experience with amytal in 3,000 major and 
minor operations the author concludes that this 
drug is a very satisfactory preliminary hypnotic 
and adjuvant or basal drug for general anzsthesia. 
For the quick induction of sleep, a dose of from 3 to 
ro gr. is given intravenously, but when more pro- 
tracted induction of sleep is desired it is administered 
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by mouth, rectally, or intramuscularly. From 1/6 
to 1/4 gr. of morphine and from 1/200 to 1/150 
gr. of atropine sulphate are given from one-half to 
one hour before the operation. 

While amytal may be used in combination with 
ether, ethyl chloride, novocain, or chloroform, the 
author has found it to give the most gratifying re- 
sults in nitrous oxide-oxygen anesthesia for thyroid 
and tonsil surgery. 

Amytal is contra-indicated in the cases of asthenic 
patients with hypotension, cases of hypertension, 
cases of diabetes, and cases of neck conditions with 
marked infiltration and oedema of the tissues out- 
side of and within the throat causing dyspnoea. 

The use of amytal when indicated relieves the 
patient of distress during the induction of the 
anesthesia and lessens the amount of anesthetic 
necessary. GEORGE R. McAuttrr, M.D. 


Moerl, F.: Coramin in Severe Central Respiratory 
Paralysis After Avertin Narcosis (Coramin bei 
schwerster zentraler Atemlaehmung in Avertinnarko- 
sen). Med. Klin., 1931, i, 916. 

The elective action of coramin on the centers in 
the medulla oblongata would seem to make it an 
appropriate remedy for disturbances of respiration 
in the course of avertin narcosis. When the author 
gave an intravenous injection of 5 c. cm. of coramin 
during deep avertin narcosis the patients frequently 
began to sigh and to cough and sometimes to move 
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their limbs. The effect of coramin was quite clearly 
evident in the following case: 

A woman fifty years of age was operated upon for 
carcinoma of the breast under avertin narcosis in 
spite of the fact that she had bronchiectasis. During 
the preparation of the operative field she developed 
cyanosis. Although the administration of the 
anesthetic was stopped, this became progressively 
more marked. During the cleaning out of the 
axillary space respiration became very superticial, 
the blood dark, and the pupils narrow and reaction- 
less. Treatment with carbon dioxide under pressure 
was without effect; the frequency of respiration 
diminished and the pulse¢ became imperceptible. At 
this critical stage 3 c. cm. of coramin were injected 
into the exposed axillary vein. ‘Thereupon the 
respiration immediately became deeper, the pulse 
returned, and the cyanosis disappeared. The 
operation was then completed without further 
difficulty. When the patient was returned to her 
bed the critical condition recurred. Coramin was 
again injected and after two minutes the danger 
seemed over. However, a light cyanosis persisted 
and did not disappear on the administration of 
carbon dioxide. According to the advice of Seiffert, 
a venesection of 200 c. cm. was done and 500 c. cm. 
of salt solution containing 40 gm. of dextrose were 
given intravenously. The cyanosis then disappeared 
and after four hours the patient awoke without 
any harmful effects. Manvet (Z). 
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ROENTGENOLOGY 


Evans, W. A., and Leucutia, T.: The Treatment of 
Melanotic Tumors of the Skin: Pigmented 
Moles and Malignant Melanomata. Am. J. 
Roentgenol., 1931, XXvi, 236. 

Melanotic tumors of the skin may be divided into 
two main groups: the benign pigmented moles 
(nzvus pigmentosus) and the melanomata (melano- 
sarcomata). When subjected to chronic irritation or 
trauma, the benign lesion frequently becomes trans- 
formed into a malignant melanoma. Occasionally, 
an irritated pigmented lesion with clinical evidence 
of malignancy will become quiescent. 

Various procedures directed toward the removal 
of these pigmented lesions, such as electrogalvaniza- 
tion, fulguration, electrocoagulation, cauterization, 
the application of carbon dioxide snow, and wide ex- 
cision usually do not influence the course of a melano- 
sarcoma and very frequently cause a benign mole to 
become a widely disseminated malignancy with a 
fatal termination in less than a year. The authors 
believe that the prophylactic removal of pigmented 
moles by any of the methods mentioned is a danger- 
ous procedure, and that the treatment of choice is 
irradiation. Congenital pigmented moles should be 
left alone so long as they are quiescent. All irritated 
or traumatized moles should be given large doses 
(several erythema doses) of soft, unfiltered roentgen 
rays. Malignant melanomata are also best treated 
by irradiation, or, in carefully selected cases, by a 
combination of irradiation and surgery. 

Under such treatment the authors were able to 
lengthen the average duration of life in a series of 
thirty cases. Three patients lived for more than four 
years and three were pronounced “cured.” 

Cuartes H. Heacock, M.D. 


Teschendorf: Postoperative Irradiation of Carci- 
noma (Ueber die Nachbestrahlung operierter Carci- 
nome). Zentralbl. f. Chir., 1931, p. 1087. 

In the irradiation of carcinoma the author uses 
the method of Holfelder, but gives somewhat 
larger doses at first as he believes that when this is 
done it is unnecessary to continue the treatment so 
long. The effectiveness of the various methods was 
demonstrated by a series of cases in which the tu- 
mor retrogressed or the patient became free from 
symptoms. 

The author discusses especially beginning cancer 
of the breast. He agrees with Wintz and Bloodgood 
that in cases of carcinoma of the breast in the very 
early stages it is unnecessary to clean out the axilla 
when this region is free from palpable pathological 
changes. This opinion is contrary to that of most 
surgeons, but the author believes it is justified by 
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the fact that the cleaning out of the axilla has a 
serious effect on the patient and the fact that post- 
operative irradiation of the axilla is equivalent in 
its results to surgical cleaning. The entire region of 
the tumor, the axilla, and the supraclavicular area 
must be included in the irradiation. The irradiation 
may be given both before and after operation or 
only after operation. 

Recurrences should be treated by irradiation, but 
tumor remnants should be removed surgically. 
Patients often object to removal of tumor remnants 
after recurrences because they fear re-operation, but 
the author believes that the surgical removal of such 
remnants is absolutely essential as it is impossible 
to determine whether a small induration is harm- 
less or will give rise to another tumor. He is of the 
opinion also that all tumors which have been 
rendered operable by irradiation should be referred 
to the surgeon. He states that disagreement between 
surgeons and roentgenologists is due to unsatisfac- 
tory results obtained by the latter. This prevents 
codperation and good results as tumors are best 
treated by a combination of all methods. 

In the discussion of this report HABERLAND com- 
mented on the organization of the Roffo Cancer 
Institute of Buenos Aires. He warned against 
biopsy as he believes it opens up pathways for 
further spread of the disease. He stated that the 
operative removal of the primary tumor and post- 
operative irradiation of the metastases must be 
subjected to further critical study. It is known that 
after removal of the primary tumor the metastases 
sometimes subside spontaneously. ‘The problems 
must be approached only by those who are specializ- 
ing in this work. L. Lurz (Z). 


Schroeder, R.: First Experiences with the Intensive 
Roentgen Treatment of Coutard in Carcinoma 
of the Female Genitalia (Ueber die ersten 
Erfahrungen mit der nach Coutard geuebten Intensiv- 
Roentgenbehandlung bei weiblichen Genitalcarcino- 
men). Strahlentherapie, 1931, xli, 67. 

The author reports upon forty cases of uterine 
and ovarian carcinoma which were treated by long- 
weak irradiation with a varying technique. Three 
or four fields were irradiated alternately ten times 
so that the treatment was continued over a period 
of from thirty to forty days. As each field was given 
200 R each time, it received altogether 2,000 R. 

The cases included recurrences following opera- 
tion and following radium treatment, cases of 
primary tumors with very great extension, and 
cases in which the irradiation was given as a pro- 
phylactic measure. 

The changes in the blood consisted of an increase 
in the leucocytes and a reduction of from 5 to 10 
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per cent in the hemoglobin. The number of leu- 
cocytes later decreased somewhat, but there was 
never a leucopenia. ‘The patients with primary 
tumors and cachexia reacted with loss of weight 
and diffuse dissemination of the carcinoma. 

In the third week the skin reacted with dis- 
tinct reddening. Moistening and vesicle formation 
occurred only occasionally. In controls the skin 
showed marked pigmentation but otherwise no 
reaction. The subcutaneous cellular tissue was 
somewhat firm and there were no ulcerations or 
necroses. Toward the end of the irradiation there 
was slight irritation of the bladder with tenesmus, 
hyperemia, and oedema, but there was no ulcera- 
tion or deposit of fibrin. The rectum showed a 
tendency toward tenesmus, diarrhoea, and the 
escape of mucus, but no permanent injury. 

In the bones, muscles, and peritoneum there was 
no reaction. 

The oedematous lymph glands on the pelvic wall, 
which mathematically received about 1,600 R, 
showed an initial swelling and hyperemia with 
resulting painful pressure effects on the nerves, but 
gradually became smaller. Infiltrations ranging in 
size from that of a walnut to that of an egg some- 
times disappeared so that patients with paralysis 
due to pressure became entirely asymptomatic. 
Larger infiltrations of the pelvis or the omentum 
may also recede, undergo abscess formation, or 
become resorbed. 
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The author believes that when the indications 
for the method have been definitely established and 
the technique has been perfected the procedure 
described will accomplish much which is not achieved 
by the usual methods. Von ScnuBert (Z). 

RADIUM 


Goulston, D.: A Biological Reaction to Scattered 
Radiation. Med. J. Australia, 1931, ii, 74. 


To determine the relationship of the size of the 
field irradiated to the effect produced, the author 
made a study on hen’s eggs. Windows of varying 
size were cut in the shell and radium-containing 
needles placed across the opening. In the zone of 
the most intense irradiation-effect histological 
study showed atrophy of the ectoderm, mesoderm, 
and endoderm. Surrounding the area of atrophy 
there was a zone of hypertrophy. A series of experi- 
ments showed that the irradiation-effect increased 
as the size of the opening in the shell was decreased 
and as the dosage was increased. The foci of maxi- 
mum irradiation-effect were located, not immediate 
ly beneath the needle containing the radium, but 
parallel with the needle at the cut edge of the 
opening in the shell. The data suggested that the 
phenomena were due to irradiation scattered from 
the surface of the shell around the orifice. This 
scattering effect seemed to be increased when win- 
dows composed of elements of low atomic weight 
were used. C. D. HAAGENSEN, M.D. 





CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Andrews, E., Rewbridge, A. G., and Hrdina, L.: 
The Causation of Bacillus Welchii Infections in 
Dogs by the Injection of Sterile Liver Extracts 
or Bile Salts. Surg., Gynec. & Obst., 1931, liii, 176. 

The authors found that septic processes may be 
initiated in the pelvis, chest, or muscular tissues of 
dogs by the injection of sterile bile salt solution, bile, 
or sterile liver extract. The infecting agent is the 
bacillus welchii. The infection is due to organisms 
already present locally in the tissues, which begin to 
multiply when tissue damage occurs. 

Joun H. Gartock, M.D. 


Dew, H.: Echinococcus Alveolaris, with a Report of 
an Australian Case. Australian & New Zealand 
J. Surg., 1931, i, 115. 

The author reports the first authentic case of in- 
fection by the echinococcus alveolaris to occur in 
Australia. He believes that this case is of importance 
to all students of hydatid disease as it is the first 
to be recorded in a country outside the rather 
narrow geographical distribution of the disease in 
Europe and therefore has a bearing on the two 
theories regarding the nature of the condition 
which have received the most general recognition in 
Europe during the last fifty years. 

The patient was a man sixty-seven years of age 
who had spent his whole life in Victoria and Tas- 
mania and died following a surgical operation for 
hydatid disease of the liver. The pathological diag- 
nosis of infection by the echinococcus alveolaris was 
confirmed by Dévé. 

Dew concludes that the lesions of infection by the 
echinococcus alveolaris and multilocularis have fea- 
tures in common; that transitional forms between 
the different morphological types of hydatid disease 
may occur; and that there is no need to postulate 
the existence of two specific tenia. 

GeorcE A. Co.ttett, M.D. 


Grodinsky, M.: Foot Infections of Peridigital 
Origin. Ann. Surg., 1931, xciv, 274. 

The portal of entry of foot infections is through 
lesions about the toes, usually on the plantar sur- 
face. The common infective organisms are the 
streptococcus hemolyticus and the staphylococcus 
aureus. The routes of spread are the fascial planes 
and the lymphatic channels accompanying the long 
or short saphenous veins. 

The diagnosis consists mainly in an interpretation 
of the physical signs in terms of anatomical struc- 
tures so that routes of spread may be accurately 
determined and anticipated. 
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The treatment of lymphatic infections is consery- 
ative until localization has occurred. Fascial space 
infections are drained as soon as the diagnosis is 
made. The efliciency of the drainage depends upon 
the accuracy of the anatomical diagnosis and the 
location of the incisions. 

Six cases are reported. 


Hanlon, F. R.: Multiple Primary Carcinomata. 
Am. J. Cancer, 1931, XV, 2001. 


SAMUEL Kaun, M.D. 


Two or more primary carcinomata rarely occur in 
the same person. Following a survey of the literature 
on multiple primary carcinomata, Hanlon reviews 18 
cases found in 3,000 postmortem examinations at the 
Mayo Clinic and 31 cases in which a clinical diagno- 
sis of the condition was made at the Clinic. 

In the 3,000 postmortem examinations it was 
found that 950 of the deaths were attributable to 
malignant tumors. Seven hundred and ten of the 
malignant tumors were carcinomata. The high in- 
cidence of malignant tumors is explained by the 
unusually large numbers of patients afflicted with 
malignant disease who present themselves at the 
Clinic for examination. 

In establishing the diagnosis of multiple primary 
carcinomata the greatest reliance was placed on a 
distinct difference in the microscopic appearance of 
the several tumors in the given case. Each tumor 
was considered in its possible relationship to a 
metastatic lesion and an effort was made to rule out 
metastasis. An extensive lapse of time between the 
appearance of the tumors, evident absence of meta- 
static lesions, and differences in the histological ap- 
pearance of the lesions were highly favorable toward 
the diagnosis of duality of the tumors. If 1 of the 
tumors occurred in an organ which was a common 
site of metastasis, this tumor was scrutinized most 
carefully with these criteria in mind and if any doubt 
remained, it was excluded from the study. 

In the 710 cases of carcinoma, 18 cases of multiple 
primary malignant growths were found. Thirteen of 
the patients with multiple primary malignant 
tumors were males. 

Hanlon concludes that multiple primary car- 
cinomata probably represent incidental occurrences 
rather than a definite response to a law of neoplasm 
formation. He states that the distribution of the 
several tumors throughout the body follows closely 
the frequency of occurrence of single carcinomata. 

It is impossible to draw conclusions regarding the 
sex incidence of multiple primary tumors, but a very 
definite relationship between multiple carcinomata 
and senescence is evident. Multiple primary car- 
cinomata occur several years later in life than single 
carcinomata. This was pointed out previously by 
Egli. 
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Wilbur, D. L., and Hartman, H. R.: Malignant 
Melanoma with Delayed Metastatic Growths. 
Ann. Int. Med., 1931, Vv, 201. 

The authors review ten cases of malignant mela- 
noma arising in the skin and the eye in which 
metastasis occurred from five to thirteen years after 
removal of the primary growth. 

Malignant melanomata may recur locally, meta- 
stasize to regional or distant lymph nodes, or 
metastasize throughout the body. 

Delay of metastasis must depend, not on altered 
transportation of the tumor cells, but on delay of 
the growth of the cells. The frequency of secondary 
involvement of the liver shows that the distribution 
of the tumor cells is very widespread. 

Unless the primary growth is in the eye or the 
brain, it is usually not of great clinical importance. 
Death results only after widespread metastasis. 

The treatment of malignant melanomata is un- 
satisfactory. These tumors show practically no 
response to irradiation therapy. 

Howarp A. McKnicut, M.D. 


GENERAL BACTERIAL, PROTOZOAN, AND 
PARASITIC INFECTIONS 


Raiga, A.: Staphylococcus Septicemia Cured by 
an Intravenous Inoculation of Bacteriophage 
(Septicémie 4 staphylococcique guérie par une 
inoculation intraveineuse de bactériophage). Bull. 
el mém. Soc. d. chirurgiens de Par., 1931, XXiil, 441. 

The case reported was that of a woman twenty- 
nine years of age in whom, following an operation for 
perinephritic phlegmon, there appeared a double 
infectious localization in the great venous trunks 
of both lower limbs which suggested septicemia. 
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The infection was cured in a few hours by a single 
intravenous inoculation of stock staphylobacteri- 
ophage. Later, there was an apyretic development in 
the left lower limb lasting for eighteen days. 

When ordinary therapeutic measures are used, the 
mortality of streptococcic septicemia ranges from 80 
to 90 per cent. In eight cases in which Raiga em- 
ployed phagotherapy, six cures were obtained and 
the mortality was only 25 per cent. Raiga believes 
that the mortality may be lowered further if the 
treatment is used judiciously, that is, if one attains 
in the living the three conditions considered by 
d’Herelle as essential for the production of the 
phenomenon of bacteriophagy in vitro. According to 
d’Herelle, the bacteria must be young, sensitive, 
living, and normal, the strain of bacteriophage must 
be virulent, and the medium must be favorable. 

In septicemia, the medium is the blood stream, 
but experience has proved to Raiga that this medium 
is quite often unfavorable. Hence bacteria which are 
lysable outside of the serum become resistant in it or 
a bacteriophage which is virulent outside of the 
serum becomes inactive in it. The blood serum is 
rendered unfavorable by the presence of antiphages. 
With the use of autohemotherapy, Raiga obtained 
the disappearance of antiphages in 96 per cent of 
cases. 

Of 178 patients affected with recurring staphylo- 
coccemia, 97 (54 per cent) had been previously vac- 
cinated, and of these 97 patients, antiphages were 
present in 87 per cent. This finding led Raiga to the 
conclusion that antistaphylococcus vaccination is 
inefficacious and sometimes dangerous. 

HAUTEFORT, who read Raiga’s report to the 
Society, did not agree that vaccinotherapy is in- 
efficacious. PACE. 
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